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Characteristics of patients and services received in mental health 
clinics in the United States are summarized for 1955-56 from data 
supplied by a continuing reporting system. 


First National Report on Patients 


of Mental Health Clinies 


ANITA K. BAHN, B.A., and VIVIAN B. NORMAN, B.S. 


NATIONWIDE program of statistical 
A reporting for outpatient psychiatric clin- 
ics Was established in July 1954 by the National 
Institute of Mental Health in cooperation with 
the State mental health authorities. The pur- 
pose of this reporting is to provide a nucleus of 
uniform data on outpatient psychiatric services 
to aid in planning programs and facilities on 
i national, State, and community basis. These 
data also aid clinics in reviewing their own 
operations. As a practical first step, report- 
ing is limited to the mental health clinics with 
outpatient services and a psychiatrist in at- 
tendance at regularly scheduled hours who 
takes the medical responsibility for all clinic 
patients. 

The first publications derived from the re- 
porting program were a national directory of 
clinies (7) and a monograph describing the 
characteristics and staff of outpatient psychi- 
itric clinics (2) based on data submitted for 
954-55 by more than 95 percent of the clinics 
i the United States. In this article we are 
ummarizing for the first time national data 
ported on the characteristics of clinic patients 
nd the services they receive based on infor- 





Irs. Bahn is chief and Miss Norman is a staff ana- 
ytical statistician, Outpatient Studies Section, Bio- 
vetrics Branch, National Institute of Mental Health, 
‘ublic Health Service. 
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mation for 1955-56. Several State mental 
health authorities have issued reports on the 
data submitted by clinics operating in their 
jurisdictions (3-7). A national report on the 
community service activities of outpatient 
psychiatric clinics will be published later. 

Although the national statistical program 
limits requested data on patients to a minimum 
of basic items of information, collection is diffi- 
cult. The complex and varied pattern of out- 
patient psychiatric service causes many prob- 
lems of definition. To yield uniform data, the 
definition of a patient, type of service, and 
diagnostic classifications in particular continue 
to require review and modification. In many 
instances it was necessary to install new clinic 
recordkeeping systems and mechanical tabu- 
lating procedures at the State level (8). As 
a result, by 1956 only 499, or 39 percent, of 
the 1,294 outpatient psychiatric clinics in the 
United States were reporting information 
about their patients. 

The number of clinics reporting, by type of 
clinic and by State, is shown in table 1. Data 
on patients were reported for some but not all 
clinics in most of the States. Reporting pro- 
cedures have since been established for the clin- 
ics of the Veterans Administration, the clinics 
in New York State, and additional clinics in 
other States. 

Since the clinics that reported in 1956 are not 
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a probability sample of all clinics in the United 
States and difficulties of definition still exist, 
the findings in this summary are provisional 
and no comparisons are made between States, 
communities, and types of clinic. These data 
on nearly 500 outpatient psychiatric clinics, 
however, provide some insight into the charac- 
teristics of patients and the services provided 
by these facilities. The data also provide a 
basis for estimating total clinic patients in the 
United States. 

Although outpatient psychiatric clinics per- 
form professional training, research, educa- 
tional, and other important community serv- 


Table 1. 


Number of elinies 


Total Reporting 


$99 
By State operation or support: 
State mental hospital ___ 28 74 
Other State-operated _ _ _ | 25 204 
State-aited. =. =. | é 178 


Non-State-aided____ ve 43 |) 


Veterans Administration _ - 


By age group served: ! 
Children and adults 
Children only_- 
Adults only___- 


By State: 
Alabama_ _- 
Arizona__-_-_-_ 
Arkansas____ 
California 
Colorado 
Connecticut________-_ 
ee 
District of Columbia____.- 
Florida 
Georgia 


Ww 


Ot S100 = ST DS bS Or 


Ot 1S Crm i eb OO 
bo 
Soo 


_ 


Idaho 
Illinois __ 
Indiana___ 
LC 
Kansas_______- 
Kentucky -_ — 
Louisiana _ _ __ 
Maryland__--_-_ 
Massachusetts 
Michigan 


ices, the largest proportion of total effort is 
spent in direct services to patients with mental 
disorders or emotional problems who come to 
the clinic for diagnosis and treatment. 

The following definition of a patient was 
established for statistical reporting: An adult 
is classified as a patient upon his first face-to- 
face interview about his own situation with a 
professional staff member; a child becomes a 
patient at the time of the first professional in- 
terview with the parent or parent substitute 
about the child’s difficulty. Ifa parent, spouse, 
or other related person is diagnosed and accepts 
a separate treatment plan, he is transferred 


Total number of outpatient psychiatric clinics and number reporting data on patients, by 
type of clinic and by State, 1956 





Number of elinies 
Clinie classification 


Total 


By State—Continued 
Minnesota____- 
Mississippi- — — - 
Missouri_ - _ - 
Montana___- 
Nebraska- - - - 
Nevada_ _- : 
New Hampshire ___ 
New Jersey __- 


New Mexico_- 
New York 4___- 
North Carolina_ _ 
North Dakota 
Ohio__ : 
Oklahoma___- 
Oregon 
Pennsylvania _ _- 
Rhode Island 


South Carolina__ 


South Dakota__ 
Tennessee _ 


— ee © Ot 


Vermont _ - 
Virginia__ 
Washington 
West Virginia__ 
Wisconsin _ _ 
Wyoming_ _- 


— _ 
So s101 0 


Alaska___--_.- 
Hawaii 
Puerto Rico_ - 
Virgin Islands 





1 Total 
estimated. 

2 Only selected data reported for the clinics of the 
Veterans Administration 


number of clinics in each classification 
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3 Excludes 64 clinics of the Veterans Administration. 
4 Reporting was initiated in New York State on 
January 1, 1958. 
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Table 2. Estimated number of patients under care during the year in all outpatient psychiatric 
clinics and number per 100,000 population, by age group at admission and by sex, continental 


United States, 1955 





Estimated number of patients 
(in thousands) 


Age group (years) 


Total__- 


Total under 18__ 
Under 5... 
5-9_ 

10-13_ : 
4697 <2 


Total 18 and over. 


65 and over 


Male Female 


233 146 23 294 


Estimated number per 
100,000 population 


Total Male 


Female 














128 69 De 453 
14 10 2s 148 
50 25 : 578 

18 5 679 

16 j 559 


77 c 206 
335 
341 
283 
103 

39 

















from collateral to patient status. Services to a 
patient are considered terminated upon comple- 
tion of treatment or other appropriate action, 
or when the patient fails to return to the clinic 
within 90 days. 


Patient Caseload 


An estimate has been made of the total pa- 
tient caseload, by age and sex, for all] clinics in 
the United States for 1955, based on reports 
submitted by approximately two-fifths of these 
clinics. The estimate was based on two as- 
sumptions. First, it was assumed that for each 
type of clinic, those serving children only, chil- 
dren and adults, and adults only, the ratio of 
child and adult patients to professional man- 
hours was the same in clinics not reporting 
number of patients as in those reporting. Sec- 
ond, it was assumed that the child and adult 
patients enrolled during the year had the same 
relative age-sex distribution as those for whom 
services were terminated (only sex and minor 
age groupings are reported at this time). 
Data on patients of Veterans Administration 
clinics were estimated separately and based on 
reports on a sample of patients. 

The estimates provide a description of the 
outpatient psychiatric clinic population in the 
United States during 1955, but these data do 
not indicate the total number of mentally ill 
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since the clinic population is the result of many 
selective factors. The relationship of the total 
number of clinic patients to the total mentally 
ill is unknown. 

An estimated 379,000 individuals were clinic 
patients during the year. This total is com- 
posed of 197,000, or 52 percent, children under 
18 years of age and 182,000, or 48 percent, 
adults. Based on these estimates, therefore, 
355 children and 171 adults among each 100,000 
persons in the total population of the United 
States were clinic patients during 1955 (table 
2). 

An earlier survey (9) reported that there 
were 150,000 child patients, or 330 per 100,000 
population, in the United States in 1950. The 
apparent increase in child clinic patients from 
1950 to 1955 may reflect, in whole or in part, 
differences in definitions and methods of 
estimation. 

The 1955 estimates indicate that among each 
100,000 children in school age groups from 5 
to 17 years, probably between 400 and 500 were 
clinie patients sometime during the year. 
The estimates also show that there would be 
about 130 preschool children, 250 adults aged 
between 18 and 44 years, less than 100 
adults 45 to 64 years of age, and only 35 
aged 65 years and over. The decrease with age 
in the number of persons under care in clinics 
during a year per 100,000 population contrasts 
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markedly with similar age data for patients 
under care in mental institutions (fig. 1). For 
example, there were approximately three out- 
patients to each inpatient under 18 years of age 
and 1 outpatient to 50 inpatients 65 years of 
age and over. 

Almost 300 males but only 176 females per 
100,000 in the population were estimated as 
being clinic patients during 1955. The high- 
est estimated number per 100,000 for boys, 
nearly 700, was in the age group 10 to 13 years; 
for girls, less than 400, among those 14 to 17 
years. The higher proportion of boys than 
girls is typical of outpatient clinic caseloads. 
For adults, the estimated number of patients 
per 100,000 population was about 200 males 
and 140 females. About a third of the esti- 
mated number of adult male patients were those 
reported by the Veterans Administration clin- 
ics. Some child guidance clinics count parents 
as collaterals even when they receive clinic 
treatment on their own behalf. This practice 
results in some underestimate of the total num- 


Figure 1. 


ber of emotionally disturbed adults, particu- 
larly for women since mothers are most fre- 
quently the collaterals treated by clinics. 

Data for the 499 clinics reporting for the 
vear 1956 indicate a rapid turnover of patients 
in these facilities. A total of 135,000 patients 
were served during the year. Of this total, 60 
percent were newly admitted and 10 percent 
were readmitted after a previous experience in 
the same clinic. The remaining 30 percent had 
continued as patients from the preceding year. 

Approximately 990,000 interviews were re- 
ported on behalf of the 135,000 clinic patients, 
an average (mean) of about 7 interviews per 
patient. Based on detailed information avail- 
able for patients for whom services were termi- 
nated, the median number of interviews is esti- 
mated to be about three. 

Nearly all of the interviews were individual 
meetings with the patients, their collaterals, or 
both. Only 5 percent (47,000 interviews) were 
held either in group psychotherapy sessions 
with the patient or in group work with col- 


Estimated number of patients under care during the year in outpatient psychiatric clinics 


and inpatient psychiatric institutions per 100,000 population, continental United States, 1955 
NUMBER UNDER CARE PER 100,000 POPULATION 


Outpatient 
Psychiatric Clinics 


Inpatient 


AGE GROUP 
UNDER 
18 























Psychiatric Institutions ay, 





18-20 

















1 21-29 




















30-44 




















45-64} 























65 
35 [| and over 














230 All Ages 














| 755 








* Includes patients in public and private hospitals for the mentally ill, in general hospitals admitting 
psychiatric patients, and mental defectives in public and private institutions for mental defectives and epileptics. 
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Table 3. Diagnostic status of patients for whom 
services were terminated in 488 outpatient 
psychiatric clinics, by age at admission, 1956’ 














| Percent of patients 

Total | nae raw 

Age group number | 

(years) | of With | With no 
patients | psychi- | psychi- | Undiag- 
atric atric nosed 
disorder | disorder | 
Pe men SMGMANERT jal : 

Total....| 86, 740 4a: it 4.1 | 22. 2 
Under 18______| 49, 005 69. 4 4.8 25. 8 
Under 5 : 5, 507 43. 9 15. 1 41. 1 
5-9___ | 18, 262 69. 9 4,2 26. 0 
10-13 : 14, 278 74. 1 2. 6 23. 3 
14-17-_ ..| 10, 958 75. 3 | 3. 6 21.0 

| | 
18 and over__ 37, (30 79. 3 | 3 2 | 17. 6 
18-—20____ 3, 466 | 67. 5 9.1 | 23. 4 
21-29... - 10, 547 thee | 3. 2 | 19. 6 
30-—44__ | 15, 506 | 81. 3 | 7 16. 5 
45-64_____.__| 7,096] 83.8 £2] 14.1 
65 and over 1,070 | 78. 0 4.1 | 17.9 


| 


'Of 499 reporting clinics, 11 did not provide informa- 
tion on diagnosis. 


laterals (parents, spouses, or others) in the 
interest of a number of patients. In group ses- 
sions, one interview is counted for each patient 
or collateral present. An average of five per- 
sons were present at each group session. 

About one-third of the reporting clinics held 
group sessions. Clinics serving only alcoholics 
reported the highest proportion (16 percent) of 
interviews In groups. 


Diagnoses of Patients 

At the time a case is closed, the psychiatric 
disorder of a clinic patient is reported accord- 
ing to classifications given in the Diagnostic 
and Statistical Manual of Mental Disorders of 
the American Psychiatric Association (0). 

Prior to the initiation of nationwide report- 
ing, a descriptive sentence or paragraph fre- 
quently was used in place of standard terms in 
recording a diagnosis, particularly of a child 
patient. A number of general and technical 
problems resulted from this transition. That is, 
differing opinion as to the usefulness of record- 
ing a single diagnostic term, difficulties in 
classifying some patients, particularly children, 
according to the diagnostic definitions, and a 
lack of uniform interpretation of definitions 
have been encountered (//). 
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Of the 135,000 patients on the rolls of re- 
porting clinics during 1956, services were termi- 
nated for about 87,000. A psychiatric disorder 
was reported for 74 percent of these patients; 
the others either were found to be without psy- 
chiatric disorder (4 percent) or were not diag- 
nosed (22 percent). Among children under 5 
years of age, 15 percent were without psychi- 
atric disorder and 41 percent were undiagnosed 
(table 3 

The undiagnosed include (a) patients who 
were ineligible for service and were referred 
elsewhere, (b) patients who withdrew before 
complete evaluation, (¢c) child patients who 
were not seen by the clinic staff but whose 
problems the parent discussed with the clinic 
staff, (7) patients who received psychological 
testing only, and (e) other patients who for one 
reason or another received counseling services 
without a psychiatric evaluation. 

Among the 64,000 patients reported with a 
diagnosed psychiatric disorder, the diagnostic 
pattern varied markedly by age (table 4 and 
fig. 2). Data on diagnoses of clinic patients 
on termination of service do not reflect the ex- 
tent or distribution of these illnesses in the 
community. Also information collected on pa- 
tients at time of termination of service may not 
be representative of the characteristics of ad- 
mitted patients or patients on the rolls at any 
one time. 

The most frequent psychiatric disorder re- 
ported for children was “transient situational 
personality disorder” (see definitions on page 
954). The relative frequency of this category 
decreased sharply by early adulthood. 

“Mental deficiency,” classified as familial or 
idiopathic, was also a frequent diagnosis (18 
percent) for child patients, particularly for 
the very young. It accounted for one-third of 
the diagnoses reported for patients under 5 
years of age. The proportion declined to 19 
percent for patients of early school age and to 
less than 3 percent among adult patients. 
This pattern seems to agree with other findings 
suggesting that by the time a mental defective 
passes the age of scholastic demands, he tends 
to disappear from the problem noninstitutional- 
ized population, possibly because he has been 
placed in institutional care or has made voca- 
tional or other adjustment (72). 
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Table 4. 


Psychiatric disorder of patients with a diagnosed disorder for whom services were termi- 


nated, by age group, 488 outpatient cneniadin clinics, 1956 








Psychiatrie disorder 





Patients under 18 years of age 


Pn i si on tips tanita tt celts ca = 
Percent with: 
RIRRH RUSE a, Ae a ee ceca 
Associated with convulsive disorder 


Psy c hoti ic rected eae ee ee eres 


Psychophysiologic autonomic and visceral disorde rs __| 
Pay enOnDUureist MNOOINIONS Qo. oo cee ce en n-s- | 
PYRDIDEICW MIMNION oo ce eee newness | 
Transient situational personality disorders__-_---------| 


Patients 18 years of age and over 


Number of patients 
Percent with: 

Brain syndromes : 
Associated with convulsive disorder 
Associated with cerebral arteriosclerosis _ - 
All other __- 

Mental deficiency 

Psychotic disorders 
Involutional psychotic reaction — - 

Affective reactions : 
Schizophrenic reactions_ —. ..........----.-- 
Paranoid reactions 

Other 

Psychophysiologic autonomic 

Psychoneurotie disorders 
Anxiety reactions 
Depressive reactions____-___~-- 

All other_ 
Personality disorders 
Aleoholism (addiction) _- 
Drug addiction 
All other 
Transient situational person: lity disorders 


and visceral disorde: ‘TS_ 


| 34, 009 


29,907 2, 


Age group at admission (years) 
Total 





10-13 14-17 


Under 5 


~ 
> 
or) 
bo 


aos 
~ Ce 





— 
en el 


—— 


W bo 


Our hoon 
NON Wee OIoIe 


32. 3 | | 


30-44 





65 and 
over 


18-20 | 21-29 


| 


= 


340 | 8,140 | 12, 649 


3. 
L. 
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“Brain disorders (acute and chronic)” also 
represented relatively frequent diagnoses for 
the very young patients (17 percent of those 
under 5 years of age). At these ages, such dis- 
orders are usually associated with prenatal 
etiology or birth trauma. These disorders were 
less frequently a diagnosis for child patients 
of school age. Only 10 percent of those in 
the early school years (5 to 9 years of age) and 
no more than 5 percent of the child patients 
10 years of age and older were reported with 


a diagnosis of brain syndrome. Brain syn- 
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dromes were relatively infrequent as a diag- 
nosis among adult patients except for the aged 
where, due primarily to cerebral arterioscle- 
rosis and other degenerative changes, brain 
syndromes represented almost half of all dis- 
orders. Brain syndromes associated with con- 
(idiopathic epilepsy) 
3 percent of the diagnoses 


ac- 


vulsive disorders 
counted for less than 
in all age groups. 

In contrast with brain syndromes, 


ality disorders” increased in relative frequency 


“person- 
as a diagnosis with each successive age group 
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Figure 2. Percentage distribution of mentally ill patients for whom services were terminated, by 
psychiatric disorder and by age group, 488 outpatient psychiatric clinics, 1956 
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from early childhood through the early adult 
years. They were only one-tenth of the diag- 
noses for preschool children, yet as many as 
one-third of the adults up to 45 years of age 
were so diagnosed. Among older adult pa- 
tients these disorders were relatively less 
frequent. Addiction to alcohol (without recog- 
nizable underlying psychiatric disorder) repre- 
sented about one-tenth of the reported diag- 
noses in ages 30-64 years. Patients with this 
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diagnosis were reported by 13 clinics serving 
alcoholics exclusively and by 161 other clinics. 
Drug addiction was much less frequently a 
primary diagnosis of clinic patients. Less 
than 1 percent of all adults reported were 
classified with this personality disorder. And 
drug addicts were identified by only 68 clinics. 

“Psychoneurotic disorders” were reported for 
13 percent of the child patients; the percentage 
was more than twice as high among all adults. 
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One-third of the reported diagnoses for adult 
patients 21 to 44 years of age were in this cate- 
gory. The sharp increase in the relative fre- 
quency of this disorder reported for patients 
in early adulthood, interestingly, is approxi- 
mately of the same magnitude as the decrease 
reported for transient situational personality 
disorders. 

“Psychotic disorders” were relatively rare (4 
percent) among children but accounted for one 
in five diagnoses for adult clinic patients. The 
greatest increase in relative frequency occurred 
in early adulthood. Schizophrenic reactions 
strongly predominated among psychotic pa- 
tients less than 45 years of age. After this age, 
involutional psychotic reactions and _ affec- 
tive (manic-depressive) reactions were increas- 
ingly important. Paranoid reactions were of 
minor numerical importance in all age groups. 

Less than 3 percent of the diagnoses for each 
age group were “psychophysiologic autonomic 
and visceral disorders.” 


Clinic Service to Patients 

The type and amount of service a clinic pa- 
tient receives is determined by such factors as 
clinic policies, availability of clinic staff and 
other community resources, reasons for referral 
to the clinic, and patient and family coopera- 
tion, as well as diagnosis. 

The type of service is classified at the time the 
case is closed into three principal categories: 
(a) diagnosis and treatment, (6) diagnosis 
only, and (¢) other services only, including psy- 
chological testing only. “Other services only” 
in general include situations previously enu- 
merated for patients reported as undiagnosed. 
“Diagnosis only” includes instances where diag- 
nostic evaluation and interpretation have been 
completed but either the patient was sent else- 
where for treatment, he left before treatment 
was initiated, or treatment was not indicated. 
“Treatment” is considered to begin only after a 
diagnostic evaluation or determination of the 
problem and includes individual or group 
psychotherapy, counseling of parents, or other 
types of therapy provided by the psychiatrist, 
clinic psychologist, psychiatric social worker 
and other professionals. Patients reported 
“treated” may not have completed the pre- 
scribed treatment. 
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Of each 10 patients for whom service was 
terminated in the reporting clinics in 1956, on 
the average 3 had received both diagnostic 
and treatment services, 5 had received diag- 
nostic evaluation but no treatment, and 2 
had received only a partial psychiatric evalu- 
ation, application interview, referral, or other 
services (table 5). A larger proportion of adult 
patients than child patients received treatment 
(two-fifths of the adults and one-fourth of the 
children). To some extent this difference re- 
flects the relatively high proportion of chil- 
dren undiagnosed. In addition, a larger pro- 
portion of child than adult patients were men- 
tally deficient, a disorder often not treated in 
psychiatric clinics. For nearly every psychi- 
atric disorder, however, the proportion treated 
is greater for adults than for children (fig. 3). 


Table 5. Type and amount of outpatient psychi- 
atric clinic service received by patients for 
whom service was terminated, by major age 
group, 1956 * 





Under 18 

18 years | years of 

of age | age and 
| over 


Service Total 


Type of service 


Number of patients 50, 571 38, 624 
Percent receiving: 
Diagnosis and treat- | 
ment | 
Diagnosis only _ _- ~~ ---| 


Other services only 


bo obo 


Interviews 


Number of patients__ 50, 219 38, 025 
Percent with: 
28. 
37. 
16. 
11. 


4 


Number of interviews _- 250, 421 
Percent with: 

SU 
Parent or parent sub- 
stitute hs 

Spouse 
Other significant per- | 


1468, 965 
51.9! 90.3 


3. 9 


3. 1 





| 
| 
| 
| 2.8 
| 








1 Type of service reported by 499 clinics; number 
of interviews, by 494 clinics; and interviews by person 
seen, by 453 clinics. 
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Figure 3. Percent of patients for whom services were terminated receiving treatment for psychiatric 
disorder, by diagnosis and age group, 468 outpatient psychiatric clinics, 1956 
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and Visceral Disorders 610 
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4.148 





Psychoneurotic Disorders 8.644 








6,957 





Personality Disorders 8,697 








11,706 
1,778 


Transient Situational 
Personality Disorders 














py Patients under |8 years of age at admission. 
Uy Patients 18 years of age and over at admission. 


Tess than one-fifth of the patients with 
mental deficiency or brain syndrome, excluding 
those associated with convulsive disorder, were 
treated in the clinic. One-third of the chil- 
dren and two-fifths of the adults with psychotic 
disorders were treated. Generally, one-half of 
the patients with other disorders were treated. 

The amount of service a patient receives is 
indicated by the number of face-to-face inter- 
views with the patient or with his family or 
with others, such as an agency worker on behalf 
of the patient. Length and quality of inter- 
views are not measured. Interviews over the 
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telephone, case conferences, and a variety of 
other clinic activities in the interest of the pa- 
tient are not counted. 

For most patients, services were terminated 
after only a few interviews. More than one- 
fifth had only one interview and three-fifths 
had less than five; the median number of in- 
terviews was three (table 5). It is estimated 
that approximately one-half of all reported in- 
terviews on behalf of patients for whom serv- 
ices were terminated were interviews with the 
8 percent who had 25 or more interviews. 

Eighteen percent of the child cases and 28 
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percent of the adult cases were closed after one 
interview. About one-fifth of the patients in 
both age groups had 10 or more interviews. 
Only slightly more than one-half of all inter- 
views reported for children were interviews 
with the patients; 42 percent were with a parent 
and 6 percent were with another significant 
person such as a welfare or social agency 
worker seen on the child’s behalf. Ninety per- 
cent of the interviews reported for adults were 
with the patient himself (table 5). 

The number of interviews is related to the 
type of service received. Special tabulations, 
provided by more than 220 of the 499 report- 
ing clinics, indicate a median of 12 interviews 
for treated patients, while for those receiving 
diagnostic evaluation, usually with interpre- 
tation and referral service, the median was 3 
interviews. The median number of interviews 
for both diagnostic and treatment services was 
about twice as high for child as for adult pa- 
tients (table6). 

Child and adult patients with brain 
syndromes or mental deficiency had a pattern 
of receiving fewer interviews than those with 
a nonorganic disorder. The largest number of 


interviews per patient was reported on behalf 
of children with a psychoneurotic disorder 
(table 7). A large proportion of child pa- 
tients, as many as 20 percent of those under 5 
years of age, received psychological testing 
only, primarily for adoption, home, or school 
placement. More than 70 percent of these pa- 


tients had only one or two interviews. Iela- 
tively few patients 65 years of age and over 
were treated and most received only a few inter- 
views. 

Data are collected routinely as to whether the 
patient is improved or unimproved or worse 
after treatment, based simply upon the best 
judgment of the therapist or clinic staff. Any 
gain in the patient’s condition at termination as 
compared with admission is considered im- 
provement; the improvement may be not only 
in mental state, symptoms, or social adjustment, 
but also in the environmental or familial 
situation. 

Three-fourths of 11,300 child patients, and 
two-thirds of 13,600 adults for whom results of 
treatment were reported upon termination, were 
classified as improved according to this defini- 
tion. The proportion improved was highest 
among patients with those disorders most fre- 
quently treated. Between 45 and 55 percent of 
patients with brain syndromes, mental defi- 
ciency, psychotic disorders, alcohclism, and 
drug addiction were reported as improved. 
Among patients with other disorders, all of psy- 
chogenic origin, between 70 and 80 percent im- 
proved. In most diagnostic groups, more 
favorable results from treatment were reported 
for children than for adults, but the differences 
were not marked and may reflect in part differ- 
ences in the types and severity of illness for the 
two age groups and possibly also differences in 
the criteria used by the staff. 


Table 6. Number of interviews with or about patients for whom service was terminated since latest 
admission, by type of service and major age group, 227 outpatient psychiatric clinics, 1956 





Total 


Type of service number | _ 


of 
patients 





Patients under 18 years of age 


Diagnosis and treatment_ __ 
Diagnosis only_-_____- 
Other services only 





Patients 18 years of age and over 


Diagnosis and treatment_ - _ __- 
Diagnosis only 
Other services only 





Percentage distribution by number of 
interviews with or about patient Median 
number 
of 
5-9 | 10-24] 25 or | interviews 
more 
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Table 7. Number of interviews with or about patients for whom service was terminated since latest 
admission, by major age group and psychiatric disorder, 220 outpatient psychiatric clinics, 1956 





Psychiatric disorder 


23, 
Le 


my, 


Patients under 18 years of age 
Brain syndromes. - --------- 
Mental deficiency 
Psychotie disorders - 
Psychophysiologie autonomic and visceral dis- 

orders........-- 
Psychoneurotic disorders - 
Personality disorders_ ° 
Transient situational person: lity disorder____ 
No psychiatric disorder found ___- 
Undiagnosed 


| 9 
| = 
| 
| 


3, 


Patients 18 years of age and over____ 
Brain syndromes: 
Associated with cerebral arteriosclerosis _ - 
All other 
Mental deficiency 
Psychotie disorders ____. 
Psye hophy siologic autonomie and visceral dis- 


Pexchunpenuiie disorders _ _ 
Personality disorders: 

Alcoholism (addiction) - -_- 

All other_ a 
Transient situational person: ality disorder- 
No psychiatric disorder found 
Undiagnosed __ 


3 
3, 0 


292 


6, 557 


665 


003 | 2 
699 
87 


8 
18 
12 


| 


| 


| Total | 
| number | + rele 
of 
| ps saa | 


Percentage distribution by number of 
interviews with or about patient Median 


number of 
interviews 


1 | y 3 5S my 25 or 
| 
| 


| more 





























Objective criteria for classifying and vali- 
dating change in the degree of impairment are 
needed to evaluate adequately the outcome of 
treatment. 


Discussion 


Data available for 1955 and 1956 on about 500 
mental health clinics located in almost every 
State provide a basis for estimating the total 
number of clinic patients in the United States 
by age and sex, and for describing the psy- 
chiatric disorders of patients and _ services 
performed. Patterns of experience evident 
from the limited data provide a starting point 
for assessing outpatient mental health services. 

While the data suggest some preliminary 
answers to questions on the patients served by 
‘mental health clinics and the services received, 
they also raise pertinent questions for research. 
Some relate to general areas of investigation 
presently underway and others to possible new 
areas. 
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First, more comprehensive clinic reporting is 
needed for a national analysis of clinic patient 
characteristics and services. It would also per- 
mit comparisons between States and between 
types of clinics, such as child guidance clinics 
and clinics serving both children and adults, 
clinics in rural health departments, and those 
in university medical centers. Observed dif- 
ferences still may be difficult to interpret, how- 
because of wide variation in available 
purpose, orientation, policies, and 


ever, 
facilities, 
practices. 

The nationwide clinic reporting program col- 
lects only summary data from each clinic and 
is necessarily limited in scope. Information 
recorded on mechanical tabulating cards for in- 
dividual patients has been made available for 
national use on about 100,000 patients for whom 
services were terminated in 1957. These cards 
contain additional information 
source, reasons for termination, 
disposition, and fact of previous clinic admis- 


on referral 


recommended 
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Disorpers CAUSED BY OR AssocIATED WiTH IM- 
PAIRMENT OF BRAIN TISSUE FUNCTION 
Brain Disorders (acute and chronic). Organic 
brain syndromes characterized by diffuse impair- 
ment of brain tissue function (orientation, memory, 
intellectual functions, judgment, affect). Psycho- 
tic or neurotic manifestations or behavioral disturb- 
ances may be superimposed. Significantly dis- 


turbed intellectual development also be 


superimposed if brain disorders are present during 


may 


infancy and childhood. 


MENTAL DEFICIENCY 


Mental Deficiency. 
ing since birth without demonstrated organic brain 
disease or known prenatal cause (formerly familial 


Defect of intelligence exist- 


or “idiopathic” mental deficiency ). 


DIsoRDERS OF PsYCHOGENIC ORIGIN OR WITHOUT 
CLEARLY DEFINED PHysICAL CAUSE OR STRUCTURAL 
CHANGE IN THE BRAIN 


Psychotic Disorders. Disorders characterized by 
a varying degree of personality disintegration and 
failure to test and evaluate correctly external reality. 


Psychophysiologic Autonomic and Visceral Dis- 


DEFINITIONS OF MENTAL DISORDERS 


orders. Reactions representing the visceral expres- 


sion of affect. Such exaggerated long-continued 
visceral states may eventually lead to structural 
changes. (Includes diagnoses formerly called 
“psychosomatic disorders” or “organ neuroses.” ) 

Psychoneurotic Disorders. Disorders character- 
ized chiefly by “anxiety” which may be directly felt 
and expressed or which may be unconsciously and 
automatically controlled by the utilization of various 
psychological defense mechanisms. 

Personality Disorders. Disorders characterized 
by developmental defects or pathological trends in 
the personality structure, with minimal subjective 
anxiety and little or no sense of distress. In most 
instances, the disorder is manifested by a lifelong 
pattern of action or behavior, rather than by mental 
or emotional symptoms. 

Transient Situational Personality Disorders. 
Reactions which are more or less transient in 
character and which appear to be an acute symptom 
response to a situation without apparent underlying 
personality disturbance. Includes transient sympto- 
matic reactions of children to some immediate situa- 


tion or internal emotional conflict. 





sions. Thus they should provide answers to 
many questions on characteristics of patients 
and services received. 

For appropriate interpretation of data on 
clinic patients, admission rates by age, sex, and 
psychiatric disorder are needed. The need to 
relate clinic caseloads to population is il- 
lustrated in table 2. For example, because of 
the estimated relatively large number of pa- 
tients in each year of age in the 5 to 9 group, it 
would appear that children of early school age 
have a somewhat greater risk of referral to clin- 
ics than other children. However, because of 
the relatively large number of children 5 to 9 
years old in the general population, the clinic 
caseload per 100,000 population is actually 
lower for this age group than for the older 
children. Reporting by all clinics serving a 
geographic area is a prerequisite for such 
studies. 

As an aid in interpretation of the data, fur- 
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ther information should be collected on the ad- 
mission and service policies of each clinic. 
Services to patients in clinics organized solely 
for diagnosis of court cases, for example, will 
differ from clinics where therapy is a planned 
objective. 

Field studies, professional workshops, and 
other efforts are needed to improve uniformity 
of definitions and their interpretation and to 
insure the quality and reliability of the data. 
In particular, considerably more work is re- 
quired at all levels on the diagnostic classifica- 
tions of child patients. 

Further work is also necessary on method- 
ology of reporting. For example, as a first step 
in this new reporting program, detailed infor- 
mation on patients is collected at the time of 
termination of services and little information is 
reported at admission. The bias resulting from 
this method requires study. The lack of a psy- 
chiatric description for 22 percent of the 
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patients reported as undiagnosed at the time 
service was terminated also poses a number of 
questions in methodology and analysis. 

Clinic admission rates, services received, and 
results after treatment are probably related to 
such demographic and familial characteristics 
as marital status, education, occupation, and 
type and size of family—all items of informa- 
tion not collected annually in the nationwide 
reporting program. A special study of such 
possible correlates is being considered in lim- 
ited geographic areas for 1960. 

Followup of patients after clinic discharge 
is needed to answer such questions as: What is 
the subsequent history of the individual dis- 
charged after treatment? How many patients 
seen for only a few interviews are adequately 
helped? What proportion of these patients 
follow clinic recommendations ? 

Lastly, though representing one of the fore- 
most problems, epidemiological information for 
clinics alone may be misleading. The patient 
population is the result of many selective fac- 
tors and its relation to the total mentally ill 
population is unknown. The collation of data 
from the various psychiatric facilities in a com- 
munity or State, however, can provide impor- 
tant baseline information on the total number 
of medically recognized mentally ill. 


Summary 


Based on reports about patients submitted by 
approximately two-fifths of the outpatient 
psychiatric clinics, it was estimated that 379,000 
individuals in the United States, about 197,- 
000 children and 182,000 adults, were clinic 
patients during 1955. 

The estimated number of patients per 100,000 
population was higher for children than adults, 
and higher for males than females at all ages. 

Of the child patients with a diagnosed dis- 
order for whom services were terminated by 
reporting clinics in 1956, one-third were re- 
ported with transient situational personality 
disorder. Personality disorders and mental de- 
ficiency also were frequently diagnosed. Adult 
clinic patients usually were reported with a per- 
sonality or psychoneurotic disorder although 
psychotic disorders were not infrequent. 

Of each 10 patients for whom services were 
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terminated, on the average 3 had received treat- 
ment after diagnosis, 5 had received diagnostic 
evaluation but were not treated, and 2 had re- 
ceived only an application interview, partial 
evaluation, referral, or other similar service. 

Relatively short-term service was reported 
for many clinic patients. More than one-fifth 
of the patients whose clinic service was termi- 
nated in 1956 had received only one interview 
and three-fifths, less than five. 

At termination of clinic services, a median 
of 12 interviews was reported for patients who 
had been treated, and a median of 3 for those 
who had received a psychiatric evaluation only. 
Patients with brain syndromes and mental de- 
ficiency received fewer interviews than those 
with nonorganic disorders. 

The median number of interviews for chil- 
dren was four; for adults, three. More than 
one-half the interviews reported for child 
patients were with the child, 42 percent were 
with the child’s parent, and 6 percent were with 
another significant person such as a social wel- 
fare agency worker seen on the child’s behalf. 
Ninety percent of the interviews reported for 
the adult patient were with the patient himself. 
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National Science Foundation Fellowships 


The National Science Foundation is accepting applications for 
fellowships for advanced study in the physical and social sciences. 
The deadline for applications is January 1, 1960, and the final 
selection of fellows will be announced March 15, 1960. 

Fellowships will be awarded in the following fields : the mathemati- 
cal, physical, medical, biological, and engineering sciences, anthro- 
pology, psychology (excluding clinical psychology), geography, 
mathematical economics, econometrics, demography, information and 
communication theory, experimental and quantitative sociology, 
history and philosophy of science, and interdisciplinary fields. 

Fellows will be selected on the basis of ability, and applicants are 
required to take the graduate record examination. 

Annual stipends vary from $1,800 for those entering or with less 
than 1 year of graduate study to $2,200 for those beginning the final 
year of training for the doctoral degree. Dependency allowances of 
$500 per year for a spouse and for each dependent child are normally 
available. Tuition, laboratory fees, and limited travel allowances are 
also provided. 

Applications and further information may be obtained from the 
Fellowship Office, National Academy of Sciences-National Research 
Council, 2101 Constitution Avenue, Washington 25, D.C. 


Washington, D.C., 1952, 130 pp. 
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The opportunity to observe every environmental aspect of a patient's 
life is afforded the staff of a mental health clinic located within a settle- 
ment house serving a large community in New York City. 


A Settlement House Approach 


to Community Mental Health 


ANNE LAMBERT, M.S., MARGARET S. MAHLER, M.D., 
and VIRGINIA M. MOORE, M.D. 


PSYCHIATRIC clinic, known as the 
L Hudson Guild Counseling Service, offer- 
ing diagnostic and treatment service to chil- 
dren, adolescents, and their parents, individ- 
ually and in groups, is operated by the Hudson 
Guild, a settlement house in New York City. 
This psychiatric clinic is not part of a hospital. 
It is a special division of the Hudson Guild’s 
community service, which carries also a day- 
care and nursery program (ages 3 to 6), and a 
group work program for school-age children 
(both preteens and teenagers) and adults. It 
is a community service established with the ob- 
jective of meeting the mental health needs of 
a neighborhood composed primarily of resi- 
dents of a low-income housing project. Sixty- 
six percent of the tenants are Negroes or 
Puerto Ricans. 
The following factors led to the establish- 
ment of the Hudson Guild Counseling Service: 
1. The growing complexity of mental health 
needs in a rapidly changing, multiracial neigh- 
borhood and the resulting increases in demands 
on the settlement house staff. 
2. The special demands for help with mental 





Miss Lambert, before her death in August 1958, was 
a psychiatric caseworker and director of the Hudson 


Guild mental health clinic. Dr. Mahler and Dr. 


Moore are psychiatrists on the clinic staff. 
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health problems of children, stressed by the 
608 families of young veterans who moved into 
the newly opened John Elliott Housing Project 
in 1947, 

3. The strategic position of the settlement 
house, making the service readily accessible and 
usable by the community. 

Ordinarily psychoanalysis and psychother- 
apy are accessible mainly to middle-class or 
high-income families. In facing the need of 
members of our families for psychotherapy, we 
were also faced with the need for seeking new 
ways and means of providing it. A concerted 
effort of various agencies in and around the 
settlement under the guidance of the counsel- 
ing service seemed to be the logical approach. 


Sponsorship and Staffing 


The initial project, licensed by the State as : 
psychiatric clinic in 1951, was sponsored in its 
beginning year by the Hudson Guild alone. In 
the following years until 1955, the counseling 
service was sponsored jointly by the settlement 
house and the New York State Committee for 
Mental Health. Since 1955, the New York 
City Mental Health Board has become the sec- 
ondary sponsor. 

When the counseling service opened in Oc- 
tober 1948, funds available were sufficient to 
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hire one full-time caseworker, one part-time 
psychiatrist and one part-time secretary. At 
present, it has a staff of three part-time psy- 
chiatrists, two part-time psychologists, two 
full-time and four part-time caseworkers, one 
group therapist, one group therapy consultant, 
and five psychiatric casework students. 

The medical director of the counseling serv- 
ice is one of the psychiatrists. He is also super- 
vising psychiatrist and the diagnostician for 
adolescents and adults. The second psychia- 
trist is the clinic’s chief consultant for the pre- 
school child. The third psychiatrist diagnoses 
school-age children, leads initial team confer- 
ences, and treats some children. 

The counseling service director and case su- 
pervisor is a psychiatric caseworker. She is 
also in charge of the training program for psy- 
chiatric social workers as well as the coordi- 
nator of the special projects sponsored by the 
service. 

In developing the staffing pattern, we consid- 
ered it essential to have psychiatric caseworkers 
professionally well qualified, capable of using 
supervision constructively, and interested in 
working in the community. It was found most 
economical (and not only in the budgetary 
sense) to use competent psychiatrists according 
to their area of specialization. In selecting 
psychologists, we looked for ability in testing 
and additional training in therapy. These staff 
qualifications permit us to use representatives 
of all three professions in treatment, the psy- 
chologists and caseworkers working under a 
psychiatrist’s supervision. 

The supervising psychiatrist (medical direc- 
tor) maintains a constant inservice training 
program for the staff. Actually, the psychia- 
trist supervises the treatment in individual con- 
ference with the caseworker. At intervals, case 
review conferences are held at which the case 
supervisor is present as well as all workers 
active with the family. It is at these confer- 
ences that the community aspects as well as the 
general treatment policies of the clinic are con- 
sidered. 

Difficulties with the untrained workers who 
comprised the staff of the group work depart- 
ment—the social service area related to group 
activities of school-age children and adults— 
arose at the inception of the counseling service. 
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These difficulties were related to the staff’s un- 
warranted apprehension that the ability of a 
counseling service worker to help a child who 
displays behavioral deviations within the group 
would, by implication, undermine the profes- 
sional status of the group worker. There were 
other thoughts and apprehensions as well. 

These difficulties resulted in a turnover in 
this department’s staff, replacing untrained 
workers with trained. 

It was a much slower process, however, to 
develop understanding of the counseling serv- 
ice, even with a trained staff. In view of these 
complexities, special emphasis was placed on 
clarification of the role of the counseling serv- 
ice within the setting of the settlement house. 

Stimulation of understanding within the 
group work department was aided through 
placement of students from the New York 
School of Social Work, bearers of the profes- 
sional approach, within the framework of the 
department as professional working observers. 
The trained workers on the staff of the group 
work department are fully occupied with their 
administrative functions. The actual work 
with the groups is carried on by volunteers and 
part-time workers giving limited time. Thus 
the students are the only workers with the time 
and interest to concentrate on their groups, 
eager as they are to intensify their training 
through a liaison contact with the counseling 
service. 

In the last 2 years, the counseling service has 
supervised group work students on special as- 
signment, with emphasis on psychiatric orien- 
tation. 

Since 1955, the State Committee for Mental 
Health has been sponsoring an enlarged train- 
ing program for psychiatric social workers. 
A small number of these in-training workers 
have been placed with the counseling service 
since January 1949. 

In addition to training pregrams for the 
counseling service staff itself, seminars with 
staff workers from the other departments of 
the Hudson Guild are held frequently. At 
these seminars, the work of the counseling serv- 
ice is explained and factual knowledge con- 
veyed about children in different ages and 
stages of development (biological, social, emo- 
tional, structural, and behavioral differences). 
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The teaching is also aimed at developing more 
understanding of deviational behavior and its 
“LUSeS. 

These seminars are conducted with the active 
participation of all members. Reports are 
given on individual cases or group activities, 
assignments of appropriate reading material 
are discussed, and the like, but the seminars 
are aimed at synthesization of general knowl- 
edge with the facts given on individuals and 
groups. 

We believe that the following professional 
groups could benefit from training placement 
in such a service: psychiatric caseworkers in- 
terested in work with children and parent-child 
relationships; students of social organization 
seeking to obtain an understanding of interac- 
tion between personality factors and social con- 
ditions; group work students, who may become 
sensitized to the personality structure of the 
individual and so acquire a special skill in 
doing group work in a psychiatric setting; and 
psychiatrists who seek training in the com- 
munity aspects of mental health. 


The Caseload 

The primary objective of the counseling serv- 
ice has been to meet the mental health needs of 
children and adolescents. This objective was 
the determining factor in evaluating the case- 
load of theclinic. We established the following 
policy. 

All requests or self-referrals for mental 
health services are given attention to the extent 
that the problem at referral is diagnostically 
understood. If the problem falls beyond the 
scope of the clinic, a referral to an appropriate 
resource in the community is made. In making 
such a referral, care is taken to prepare the 
person and the agency for the contact. 

Collaboration between the counseling service 
and agencies referring cases, especially the 
children’s center and the group work depart- 
ment of the Hudson Guild, starts at the point 
of referral and continues through diagnostic 
study and treatment. The collaboration takes 
the form of interdepartmental conferences. At 
the initial conference, the basis for the referral 
is discussed; reports are obtained from the 
nursery and public school teachers, and from 
group workers; observational and informa- 
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tional material on the family acquired from 
participation in the settlement house program 
is developed and is extremely valuable in reach- 
ing a decision on acceptance and further dispo- 
sition of the case. 

Several questions arise. How much can 
really be done in cases of severe disturbances ¢ 
Is the effort to help commensurate with the 
results? Is a mental health service needed for 
lesser problems? Our experience has shown 
that no matter how much or how little is done, 
it should be done with awareness of what is 
being done and what is left undone. To get 
this clear awareness, a solid diagnostic study 
is very much indicated—not for the purpose 
of labeling but for the purpose of understand- 
ing the degree of pathology, the presence of 
positive strengths, and the interrelation of 
those strengths within the individual and the 
family. It is for this reason that we consider 
one of the functions of a community mental 
health service in a setting such as ours is to 
arrive at a diagnostic understanding of the 
problem referred in the intake study, even in 
cases which are then referred to other resources, 
possibly in another community. 

Our intake policy has been to carry out the 
diagnostic study as soon as possible, establish- 
ing priority for acceptance on the basis of the 
results. The wealth of authentic, factual in- 
formation available to us through the physical 
location of the clinic within the settlement 
house, with its close-knit ties to community life, 
plus the extensive diagnostic study, permits us 
to differentiate the further disposition of the 
case as follows: 

1. In cases where children can be helped 
while remaining in their groups, guidance of 
the nursery teachers or group workers and 
treatment of the parents is given by the clinic. 

2. Adolescents, in need of treatment but not 
ready for it, are worked with by our group 
leaders under the guidance of the counseling 
service, in preparation for a contact with the 
clinic. 

3. Children in need of individual treatment 
and parents in need of a treatment contact in 
relation to their children’s problems ccmprise 
the bulk of the clinic’s caseload. It is for these 
children that frequently a multifaceted treat- 
ment is set up. 
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Our work with parents in groups started al- 
most with the opening of the service. At first, 
the group work was educational. It gradually 
changed into “emotional reeducation.” 

At present the caseload amounts to 125 cases 
each month. Primarily, children accepted for 
treatment have behavioral and personality de- 
velopment problems and impulsive and compul- 
sive neurotic character disorders. There are 
some borderline cases and problems of parent- 
child relationship. This means intake and 
diagnostic studies, individual treatment, and 
group therapy. 

A series of “hardcore” families were referred 
to our service by the housing authority in De- 
cember 1956. We started our work with these 
families with a psychiatric evaluation of the 
pathology and of the healthy potential of the 
family unit. We believed this would help us 
avoid hit-or-miss attempts to clarify what could 
be done and to concentrate our efforts within 
the realm of possible achievement. Our main 
goal was to give appropriate support to these 
deprived, damaged, and disturbed parents to an 
extent that would permit us to help the chil- 
dren. Although a grant for this project 
(which we planned to carry out as a research- 
in-action project) was not available to support 
our work with these families, there have been 
some positive results. 

In addition, the clinic has a discussion group 
for mothers of children 3 to 5 and a therapeutic 
nursery group for children 4 to 5 years of age. 
The therapeutic nursery group is a pilot dem- 
onstration project under the sponsorship of the 
New York State Commission on Mental Health. 

The caseload consists of 70 percent children 
and adolescents and 30 percent parents in treat- 
ment, and counted as separate cases. In a 
sizable number of families, more than two 
members are under treatment. 

A constant factor is the waiting list and the 
large number of cases studied, accepted, but 
not yet assigned. 


Group Work 


The group work department of the settle- 
ment house conducts the social, educational, and 
recreational group activities for adults and 
children. There is no mental health emphasis 
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as such, but the activities are designed to con- 
tribute to the community’s mental and social 
health. 

The staff is composed of a graduate social 
worker, who acts as department supervisor, and 
five full-time associates, some with degrees in 
the social sciences and others with advanced 
training. In any one year, approximately 30 
other individuals lead group activities for the 
Hudson Guild as volunteers or part-time paid 
workers. In addition, from one to five gradu- 
ate students from schools of social work in New 
York City are assigned to the staff as field work 
placements. All part-time 
workers are skilled in an activity such as handi- 
crafts, dramatics, or dancing. 

Group workers are encouraged to request 
consultation with the counseling service staff 
whenever they feel they need help in under- 
standing the behavior pattern of a member of 
their group. When such a request is received, 
the group worker and a counseling service 
worker discuss the person and decide whether 
a formal referral to the clinic is indicated. If 
it is decided that such a referral is required, 
the group worker prepares a written report 
describing the person, his problem, family 
situation, and his potential acceptance of 
counseling. 

The clinic established this procedure to en- 
courage the group workers to “think through” 
the help the person needs and is ready to ac- 
cept. An attempt has been made to avoid 
either impulsive or inordinately delayed refer- 
rals or building barriers to referrals. 

From the beginning of the counseling serv- 
ice, the children’s center has been the main 
source of referrals. During the past year, 
however, there were a large number of teen- 
age referrals from the group work department, 
and the number of referrals from other Hudson 
Guild departments has steadily increased. 


volunteers and 


The Preschool Child 


We feel that the specific value of our work 
with the nursery child lies in: 

1. The early detection of deviational be- 
havior (gauged, as it were, by comparison with 
the normal range of behavior of the identical 
age group in question). 
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2. The evaluation of the child’s problem in 
the intrafamilial psychopathology, and of the 
role of the deviant child in cementing the intra- 
familial pathological emotional balance. 

3. The combining of a nursery of good edu- 
cational standing with a good clinic staff. 

At the opening of the counseling service in 
1948, there had been a teaching and working 
contact of 3 years’ duration between the day 
nursery, called the children’s center, and the 
psychiatric caseworker who became director of 
the service. Thus the establishment of the 
counseling service presented an opportunity to 
expand and deepen the contact. From the very 
beginning, the collaboration was focused on im- 
proving the diagnostic methods, intensification 
of efforts to improve timing of referrals, and 
closer and more intensive work with the chil- 
dren referred. 

Other factors contributed toward the pro- 
ductivity of this collaboration. The children’s 
center was adequately staffed quantitatively 
and qualitatively. The general educational 
level of the nursery program was high. The 
nursery teachers and parents of the younger 
children were willing to work toward better 
understanding and handling of the children. 

In view of these contributing factors, the 
counseling service has been able to carry the 
basic program with the children’s center and 
also to launch small study projects. A study 
of 6-year-olds and a study of early “runners- 
away” are examples. These projects have cul- 
minated in the demonstration project, the thera- 
peutic nursery group for 4- to 5-year-olds. 

The idea of the pilot project arose when we 
realized that the most intensive and extensive 
outbreak of difficulties occurred in the whole 
group aged 4 years. The nursery staff at times 
felt that the whole group should be referred to 
the counseling service. This particular phe- 
nomenon, understandable in the given develop- 
mental stage, led to the idea of trying out the 
medium of group therapy for those children 
referred to the service. This project is in its 
second year. A third year will be necessary in 
order to arrive at more definite conclusions. 

So far, the experience of the first year has 
shown that children of this age do respond to 
modified activity group therapy. All children 
in this therapeutic group have shown progress 
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and improvement in varying degrees, corre- 
sponding to the severity of their difficulties. 
The children whose deviations were reactions 
to family attitudes and environmental condi- 
tions, have “blossomed” in response to their 
therapist’s handling and to a better under- 
standing by their parents. These children also 
have been able to function differently in the 
large nursery group from which they were 
originally taken to the therapy group. Chil- 
dren with more severe disturbances have shown 
improvement in their adjustment and relation- 
ships to age-mates although their basic dis- 
turbances remain. 

Under the guidance of our psychiatrist for 
this age group, we have been able to achieve 
positive results in the majority of cases in cor- 
rection of deviational behavior and of develop- 
mental growth problems and in strengthening 
emotional stability. 

Positive results have been achieved with 
parents of younger children in the integration 
of changed attitudes. Individual contact with 
the parents has been a part of our study and 
treatment plan for the child. With most of 
the preschool children, the contact with the 
parent (usually the mother) developed into a 
treatment contact aimed at assimilation of new 
attitudes toward the child, in accordance with 
the child’s needs and with the parent’s capacity 
to meet them. 

Frequently the treatment was focused on the 
parent’s own problems which had led to the 
difficulty between the parent and child. Where 
the parent showed a certain degree of self- 
awareness and insight into the child’s difficulty, 
the contact amounted to counseling. In cases of 
very disturbed parents, a supportive contact 
with the parent aimed at forestalling further 
damage was maintained. 

Close collaboration between the counseling 
service and the children’s center has proved in- 

valuable in many ways, particularly in early 
detection of children’s difficulties. Where the 
deviation was not severe but presented rather 
a developmental difficulty typical for the given 
age, it could be helped and would result in a 
developmental “spurt”.of the child. When the 
difficulty was severe, a thorough diagnostic 
study enabled us to do “right” from the very 
beginning. This made it possible to lessen the 
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disturbance or arrest it. Such a lessening of 
the disturbance would improve the adjustment 
and functioning of the child at a given period, 
which had a therapeutic value as well. These 
children frequently still need therapy at a later 
point, but they enter therapy with a better 
prognosis. In a few cases our first contact with 
a severely disturbed child was at nursery age, 
and such a child, returning to our clinic in the 
arly benefited from the treatment 
contact. 


teens, 


The School-Age Child 


In the school-age group of children referred 
to the counseling service, not a few have suf- 
fered severe traumata in infancy and early 
childhood, reflected in ego weakness expressed 
symptomatically in their behavior and func- 
tioning. These children will not respond to 
relatively short-term treatment. Less dam- 
aged and less vulnerable children, when as- 
sisted in reducing an immediate phasic anxiety, 
frequently respond with a developmental spurt 
which consolidates treatment gains sufficiently 
for them to make satisfactory adjustment with- 
out further clinic help. The severely trauma- 
tized school-age child does not possess as much 
basic ego strength to build upon. Therefore, a 
proper treatment plan for such a child must 
anticipate long-term contact which will con- 
tinue to provide constructive, anxiety-diminish- 
ing types of help over a period of years. 

Psychiatric treatment is of enormous value 
and definitely indicated. An adequate treat- 
ment plan for these particularly vulnerable 
children must include, however, more than di- 
rect psychotherapy, as the therapist possesses 
no magic which can provide other kinds of 
therapeutic experience equally important to 
such children. A severely damaged child may 
make increasingly secure contact with his ther- 
apist, but the gulf between this contact and the 
therapeutic vacuum to which he returns outside 
the clinic can be a gulf too wide for psychother- 
apy alone to bridge. Mobilization of therapeu- 
tic potential requires extension of treatment 
planning to include usual aspects of the severely 
damaged child’s life, not only inside but out- 
side his home. 

In this regard, the very position of a psy- 
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chiatric clinic in a neighborhood settlement 
house makes a multifaceted treatment plan, ex- 
tending constructively into various channels of 
the child’s usual life, easier to achieve in a well- 
integrated, closely knit fashion. 

Since the number of such children is large 
and the need great, it is highly pertinent to 
consider what community treatment resources 
can be developed for them. In this regard, a 
clinic in a neighborhood settlement house lends 
itself to becoming such a community treatment 
resource. 

The clinic, through its position, is readily 
entwined with other strands of the school-age 
child’s specific neighborhood life. Obviously, 
the more such entwining occurs, the stronger 
the clinic can make its net of supportive thera- 
peutic assistance. In this respect, it is a very 
real asset to have the clinic sharing the same 
neighborhood with the child’s home and the 
school he attends. 

As a result, the clinic’s clear understanding 
of the child’s personality organization and spe- 
cial needs can be shared with the school, some- 
times at the point the child enters the elemen- 
tary grades. The clinic can continue contact 
as these nursery children enter the pre-adoles- 
cent period between 6 and 12. 

The severely damaged child, with low self- 
regard and insufficient sense of being able to 
hold his own adequately with peers, can profit 
by a special facility set up purposively to help 
him find group contact as therapeutic for him 
as it can become. This need is supplied as part 
of a total treatment plan when such a child, 
with weak ego and low self-confidence, is placed 
by the settlement house clinic in a special small 
group (therapy or transitional) which has an 
adult leader from the clinic staff and group 
members who are familiar neighborhood peers. 

It is significant that when a multifaceted 
treatment plan for the severely damaged school- 
age child occurs in a settlement house setting, 
the child’s relationship with the clinic assumes 
a particular social meaning. The settlement 


house, as a structuralized social unit, becomes 
increasingly a part of the child’s and the fam- 
The clinic therefore 
becomes to the child not only specific contacts 
at regular intervals with a therapist but also 
“the Hudson 


ily’s neighborhood life. 


yuild” to which he feels that he 
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belongs and that it belongs to him. In other 
words, he feels that he has a real and personal 
place in this neighborhood social unit with 
which he soon becomes highly identified. 
Therefore, whatever the clinic sets up for him 
in situ psychotherapy, special group experi- 
ences, and treatment contacts with his parents 
become joined for the child as concrete evidence 
of his personal importance and place in a spe- 
cific structuralized social unit—the settlement 
house. 

Everyone needs a sense of possessing positive 
social significance, but no one needs this more 
than the severely damaged child whose self- 
identity requires strengthening. The increas- 
ing development of positive object relation- 
ships, with their concomitant stimulation of 
ego development, requires satisfying experi- 
ences. When the school-age child achieves 
gratifying relationships with the individual 
staff members of the counseling service, to 
whom he is in reality important as a warmly 
valued human being, he is concomitantly feel- 
ing that he has positive meaning in the wider 
social context of the community center itself. 
This serves to reinforce the constructive as- 
pects of his total experience in relation to the 
Hudson Guild. 

It is interesting and significant to see the 
functioning of these severely damaged children 
change in response to such a multifaceted treat- 
ment plan. Typical of such children is Billy. 

At the age of 4 years Billy was placed in the 
nursery by his mother. His nursery teacher de- 
scribed him as follows: “Billy has a downcast, 
sad expression on his face, but laughs a gur- 
gling, baby laugh when played with individu- 
ally. His relation to adults is complicated. He 
is quite dependent and wants a lot of exclusive 
attention. He accepts affection hungrily but 
does not ask for it. When picked up, he just 
seems to melt into one’s shoulders. He is re- 
sponsive to firmness but bewildered by choices. 
He is not ready for group activities but resents 
being left out. When the group is together, 
he throws himself on the floor with his eyes 
closed.” His relation to other children was 
further described by his teacher as extremely 
hostile. “He hits, pushes, pounces on children, 
pulls their hair or pretty nearly chokes them 
without apparent reason. He often brushes his 
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hand in front of his face as though to dispel 
unpleasantness and trouble.” 

Billy’s disturbed behavior at the age of 4 
was rooted in developmental traumata which 
left him with a great deal of anxiety. Billy is 
now 9. From the age of 4 until the present, 
the clinic has been in contact with Billy and his 
mother. Billy has been given the multifaceted 
treatment plan in situ, which has included psy- 
chotherapy and also therapeutic types of group 
experiences. He is now in the fourth grade 
of school. He has done good school work since 
the first grade and was described by his last 
teacher as concentrating well upon school work 
and progressing in each subject. He “partici- 
pates in classroom discussion, does beautiful 
art and clay work. He continues to make 
friends and is popular.” 

In the last 2 years, Billy has, without regres- 
sion, met the birth of a third sibling and situ- 
ational stress at home set up by acute marital 
discord and increase in his father’s alcoholism. 
He has maintained an obsessive-compulsive line 
of defense against regression. He feels that 
he has both peer age and adult friends. He 
‘an increasingly express his conflicts and feel- 
ings in psychotherapy, and he has developed a 
far more secure relationship to his mother, who 
has also been in treatment contact with the 
clinic. He is still a particularly vulnerable 
child with ego weaknesses disclosed clearly in 
his Rorschach, but his functioning has im- 
proved tremendously. He can now enjoy so- 
cial contacts, visualizes himself as having a 
future, and has achieved modes of mastery and 
sublimation which are social modes. 

It is reasonable to assume that without the 
early establishment of a treatment plan which 
anticipated continuing, long-term contact, this 
severely damaged child would not have ceased 
to be such a behavior problem in groups where 
he had become a menace to other children. 
Neither would he have developed as well his 
capacity for academic achievement and for 
finding gratifying and socially acceptable out- 
lets for his fantasy life. 

Billy is only one of many children who have 
been highly deprived in this oral period and 
whose maturation continues to be uneven be- 
cause of continued traumatic experience before 
the age of 4. Children of this type need com- 
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munity provision of a specific treatment re- 
source which will focus upon their special long- 
term treatment needs. 

The school-age child has been treated indi- 
vidually and in therapeutic groups (adjust- 
ment, transitional, and activity). For the se- 
verely disturbed children, we have set up the 
multifaceted treatment plan as described. The 
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is Worth 1,000 X-rays 


Dual reading of chest X-rays 
taken in_ tuberculosis casefinding 
programs is generally recognized as 
being productive but as yet has not 
been employed extensively in the 
United States. The Tuberculosis 
Branch of the Public Health Service 
is promoting the use of this tech- 
nique in tuberculosis control by var- 
ious means, including the exhibit 
shown here. 

The exhibit points out the two 
main benefits of dual reading: in- 
creased yield of new cases from the 
same number of films and reduced 
radiation exposure. A roll of films 
with examples of suspected abnor- 
malities missed on a single reading 
is shown in a viewer to allow physi- 
cians to check their own interpreta- 
tions. Reports which indicate that 
dual reading increases the yield of 


new cases by at least 10 percent are enhiniinteniiiibadla 


summarized in an accompanying 
leaflet, which can be used for future 
reference. 

Designed for use at national, re- 
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gional, and other meetings and con- 
ferences of people concerned with 
tuberculosis control and exposure to 
radiation, the exhibit is available 
A Seeond Look free upon request. However, it 
must be manned by a Tuberculosis 
Branch staff member, and its avail- 
ability will depend on whether a 
member can be assigned. 





public school plays an important role in the 
functioning of this multifaceted treatment 
plan. At present, a number of these severely 
disturbed children still on our caseload have 
been suspended from school. They are not de- 
linquent and are of prepuberty age. A special 
effort is very much needed to provide the neces- 
sary help for these children. 


costs are paid by the borrower, but 
leaflets are provided for free distri- 
bution. 

For further information write the 
Tuberculosis Branch, Division of 
Special Health Services, Tublic 
Health Service, U.S. Department of 
Health, Education, and Welfare, 


Shipping Washington 25, D.C. 


DUAL BEADING 


Increases 
yield of X-ray 
surveys at least 
10% 


Saves N-ray 
exposure 


OSC aR 9 


Specifications: A 3-panel exhibit on legs, fabricated of lacquered plywood and steel 
framing, 9 feet long, total weight 580 Ibs., including 2 packing crates. Only one 
electrical outlet, 110 a.c., 500 watts, is needed for illumination. The film viewer, 
containing X-rays, is an integral part of the exhibit. 
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A Preliminary Report 
On RPR Test for Syphilis 
Using Unheated Serum 


JosePpH Portnoy, Pu.D. 
WaRFIELD Garson, M.D., M.P.H. 


HE RAPID plasma reagin (RPR) test 

was developed chiefly to permit rapid and 
economical screening of large numbers of per- 
sons so that reactors could be given immediate 
specific and prophylactic treatment (7). As 
reported recently (2), the objectives of the 
RPR test were realized when it was used at the 
reception center in El Centro, Calif., where 
large numbers of Mexican farm laborers were 
processed rapidly and economically by a small 
staff in an improvised laboratory at the site of 
operations. The success of the E] Centro oper- 
ation led to the establishment of four addi- 
tional RPR testing stations on the border be- 
tween Mexico and the United States. 

Observations made during the development 
of the RPR test had suggested that the RPR 
antigen suspension could be applied to tests 
with unheated serum. It was found that the 
RPR antigen gave a satisfactory level of sen- 
sitivity and specificity in the SERA study (3) 
when 0.05 ml. of unheated serum was tested 
with 1/45 ml. of RPR antigen suspension. 

As an extension of these studies, the testing 
of unheated serum using the RPR antigen and 
the same technique as for testing unheated 
plasma was undertaken. The results of testing 
two groups of specimens are reported here. 


Materials and Methods 


One group of 149 specimens was obtained 
during evaluation studies of anticoagulants for 
the RPR test on unheated plasma. These 
specimens were duplicate samples drawn to 
produce the conventional clotted-blood speci- 
men. 

Most (1,740) of the specimens studied were 
collected in North Carolina during a serologic 
survey conducted by personnel of the venereal 
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disease control section, North Carolina State 
Board of Health, under the direction of Dr. 
B. J. Rosenblum. 

The technique used for testing with unheated 
serum was as follows: 

Preparation of antigen suspension. The RPR anti- 
gen suspension was prepared by the method originally 
described for use with the RPR test on unheated 
plasma (1). 

Preparation of specimens. The blood specimens 
were centrifuged at room temperature at 1,500—2,000 
rpm for 4 minutes. The serum was allowed to remain 
in the original collection tube. Specimens were then 
tested without heating. 

Performance of test. Procedure was the same as 
originally described for performance of the RPR test 
(1), except that three drops of serum instead of three 
drops of plasma were used with one drop of antigen 
suspension. Both serum and antigen suspension were 
at room temperature at the time of testing. 

In addition to the RPR test on unheated 
plasma (performed as described (7) on the first 
group of specimens only), the other serologic 
tests used were the VDRL slide (4) and the 
tpef 50 (5). These two tests were performed 
on serum separated from the clot after com- 
pletion of the RPR test with unheated serum. 
For both tests the serum was heated at 56° C. 
for 30 minutes. 


Results 


Samples of all 149 of the first group of speci- 
mens were subjected, over a period of several 
months, to the four serologic tests. Compara- 
tive serologic findings for this group are shown 
in table 1. 

The reactivity rates (the sum of reactive plus 
weakly reactive results expressed as percent- 
ages of the total results) of the four tests were 
quite similar for this group of specimens. ‘The 
RPR test on unheated serum and the VDRL 
slide test were 45.0 percent reactive, the tpcf 
50 test. was 47.0 percent, and the RPR test on 
unheated plasma was 49.0 percent reactive. 





Dr. Portnoy and Dr. Garson are with the Venereal 
Disease Experimental Laboratory, Communicable 
Disease Center, Public Health Service, at the Uni- 
versity of North Carolina’s School of Public Health, 
Chapel Hill. Dr. Portnoy is an immuno-serologist 
and Dr. Garson is laboratory director. Technical 
assistance was provided by Carl Adams. 
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Table 1. 


Comparison of results of RPR test (unheated serum) with results of 3 other serologic tests 


on 149 specimens 





RPR test with unheated 


VDRL slide test 


tpef 50 test 

















RPR plasma | 
Type of reaction test with) __ a .., oo aaa = 
unheated = | | ; | | | 
serum | Re- | Weakly | Non- | Re- Weakly | Non- Re- | Non- 
active | reactive | reactive | active | reactive | reactive | active | reactive 
| | | | | 
Reactive , - 56 | 55 1 0 50 4 2 | 53 | 3 
Weakly reactive __ _- 1] 9 2 | 0 6 | 2 3 | 11 | 0 
Nonreactive_____.___-_-_-- 82 3 3 | 76 3 2 77 | a 75 
Total : P 149 67 6 76 59 8 | 82 | 71 78 


Defining agreement as a reactive or weakly 
reactive result to one test accompanied by a 
reactive or weakly reactive result to the other 
test, results to the RPR test on unheated serum 
and to the RPR test on unheated plasma agreed 
in 96.0 percent of the cases. Results to RPR 
on unheated serum and to both VDRL slide 
percent of the 


and tpef 50 tests agreed in 93.3 
cases, 

The group of 1,740 specimens obtained from 
the serologic survey were given the RPR test 
with unheated serum in the Venereal Disease 
Experimental Laboratory, with the following 
results: 





Number Percent 

of of 
specimens specimens 
a eee 156 9.0 
epee Peetve so. 6s. 48 2.3 
Oe 1, 536 88.3 
i) a a ee ae 1, 740 100. 1 


On the basis of results, 417 specimens were se- 
lected for comparative testing with the VDRL 


Table 2. 


slide and tpef 50 tests. The specimens, when 
sufficient serum was available, included all those 
which had tested reactive, weakly reactive, or 
“negative rough,” as well as an approximate 10 
percent sample of the nonreactives (showing no 
clumping). Specimens in the “negative rough” 
category showed some clumping, but less than 
those categorized as weakly reactive and were 
reported nonreactive. 

The VDRL slide and tpef 50 tests were per- 
formed on these 417 specimens 6 to 7 days after 
the RPR test with unheated serum (table 2). 
The RPR test on unheated serum showed the 
lowest reactivity rate—45.6 percent. VDRL 
slide test results were 49.9 percent reactive, 
while the tpef 50 test, with results 54.5 percent 
reactive, showed the highest reactivity rate. 
RPR test (unheated serum) results agreed with 
VDRL slide test results in 86.8 percent of the 
cases, with tpef 50 test results in 82.7 percent of 
the cases. 

To determine the effect on the RPR test of 


Comparison of results of RPR test (unheated serum) with results of 2 other serologic tests 


on 417 specimens 








RPR test 


with - 
Type of reaction | unheated 
} serum | 
¥s | 
Reactive : . 150 | 
Weakly reactive i. = 41 | 
Negative rough praeee 53 | 
Nonreactive _ : 


Total 


Reactive 


102 | 38 10 | 143 | 7 
4 | 28 | 9 | 30 | 11 
4 30 19 | 34 19 





VDRL slide test | tpef 50 test 


| 
| Nonreactive | Reactive | Nonreactive 
| | 


Weakly 
reactive 
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Table 3. Comparison of results of original RPR 
test with unheated serum and retest 1 week 
later of 68 specimens 


























Original | Repeat RPR test with un- 
RPR heated serum stored ap- 
Type of test proximately 1 week 
reaction with = 
unheated 
serum Reac- | Weakly | Nonre- 
| tive | reactive | active 
Solas ; 
| | | | 
Reactive ___---- | 16 14 2 | 0 
Weakly reac- | 
ae 2 0 2 0 
Nonreactive. ___| 50 | 0 | 1 | 49 
Total_ --| 68 | 14 5 49 


storage of serum separated from the clot, re- 
peat tests with unheated serum were performed 
on 68 specimens about 1 week after the first 
test (table 3). Of 16 originally reactive speci- 
mens, 14 were reactive and 2 weakly reactive 
on the retest. No change occurred for the 2 
weakly reactive specimens. Of the 50 origi- 
nally nonreactive specimens, 1 was weakly re- 
active on the retest. 


Discussion 


The results of testing the group of 149 speci- 
mens (table 1) indicated a close correlation be- 
tween the RPR test on unheated serum and 
the RPR test on unheated plasma, as well as 
between RPR (unheated serum) and _ the 
VDRL slide and tpef 50 tests. Agreement be- 
tween test results on the group of 417 specimens 
(table 2) was somewhat lower. 

Most of the disagreement observed for the 
group of 417 specimens was confined to the 
94 specimens which tested either weakly re- 
active or negative rough on the RPR test with 
unheated serum (table 2). Since these 94 rep- 
resented almost 25 percent of the total group of 
417 specimens, a greater effect on the degree of 
agreement for that group could be expected 
than for the group of 149 specimens, where 
the 11 weakly reactive specimens comprised 
only 7.3 percent of total specimens. The per- 
centage of agreement would be higher for the 
RPR test and both the VDRL and tpef 50 tests 
if the specimens giving negative rough reac- 
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tions in the RPR test with unheated serum and 
a reactive or weakly reactive result in the other 
serologic tests (table 2) were considered to be 
in agreement. 

The two groups of specimens also may have 
undergone dissimilar losses of reactivity due 
to different lengths of time between the taking 
and testing of the samples. This is another 
possible explanation of the lesser agreement 
of the 417 samples (table 2). The 149 speci- 
mens were examined within 24 to 48 hours after 
withdrawal, but a longer period separated the 
withdrawal and the testing of the 417 speci- 
mens. Although there could thus have been a 
change in reactivity to the RPR test with un- 
heated serum between the time when these 417 
samples were drawn and the time they were 
first tested, no significant changes in reactivity 
after the first test were observed in the 68 sam- 
ples retested about 1 week later (table 3). 

Although the RPR test with unheated serum 
appears to be less reactive than the RPR test 
on unheated plasma, its reactivity compares 
favorably with that of the VDRL slide test. 
The demonstration that RPR antigen can be 
used in tests with unheated serum widens the 
field and program usefulness of this antigen, 
since specimens collected in anticoagulants or 
in tubes without anticoagulant can be exam- 
ined rapidly and economically with the same 
equipment, reagents, and personnel. However, 
if the objective is to obtain the maximum 
screening efficiency of RPR antigen, the test 
with plasma should be employed. 


Conclusion 


RPR antigen suspension may be used to test 
unheated serum using the same procedure as 
for unheated plasma. This broadens the use- 
fulness of RPR antigen in syphilis control 
screening programs, though its maximum 
screening efficiency is realized in its use with 
the plasma test. 
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New Members of the PHR Board of Editors 


Three new members have joined the Board of 
Editors of Public Health Reports for a period 
of 3 years. Outgoing members are Mary 
Switzer, Dr. Franklin H. Top, Dr. Mandel E. 
Cohen, and Dr. Carl C. Dauer. 


Roger W. Howell, M.D., is cur- 
rently an associate professor of 
public health practice in the School 
of Public Health at the University 
of Michigan. He has held positions 
on the faculties of the medical 
schools of the University of Michi- 
gan and the University of Minne- 
sota, as well as in the School of 
Public Health of the University of 
North Carolina. 

Dr. Howell has worked in public health programs 
since 1951. He has served on several committees in 
the American Psychiatric Association and is a member 
of the Committee on Preventive Psychiatry of the 
Group for Advancement of Psychiatry. He also 
serves as a consultant for the Public Health Service 
in the field of mental health. 

Most of Dr. Howell’s psychiatric training was ob- 
tained at the University of Michigan, where he also 
received his basic medical training. 


Albert L. Chapman, M.D., has been 
Assistant Surgeon General and 
chief, Division of Special Health 
Services, Public Health Service, 
since 1956. He was regional medi- 
cal director of Region II during 
1954-56, and of Region III in the 
period 1951-54, after serving 2 
years as assistant chief of the 
Chronic Disease Branch. 

After he was graduated from the Long Island Col- 
lege of Medicine in 1937, he received the master of 
public health degree from Johns Hopkins University 








in 1941. Dr. Chapman held the post of regional med- 
ical director of the New Jersey State Health Depart- 
ment at Trenton for 2 years. During the following 3 
years, he held successive posts with public health 
agencies at town, county, and State levels and with 
the Public Health Service in Region II. 

Dr. Chapman is a fellow of the American Public 
Health Association and the Royal Sanitary Institute 
of England. In addition to membership in numerous 
professional organizations, he is prominent in activities 
of the National Safety Council and the American Pub- 
lic Health Association. 


Helen M. Wallace, M.D., M.P.H., 
has been professor of maternal and 
child health at the University of 
Minnesota School of Public Health 
Previously she was 
professor and head of the depart- 
ment of preventive medicine and 
public health in New York Medical 
College, 1955-56. During the pre- 
ceding 13 years, she served in the 
New York City Health Department as chief of the 
maternity and newborn division and director of the 
bureau for handicapped children. Dr. Wallace re- 


since 1956. 





ceived the degree of master of public health, cum 
laude, from the Harvard School of Public Health 
after earning a doctorate in medicine at the Columbia 
University College of Physicians and Surgeons. 

Besides serving as the current national health 
chairman of the National Congress of Parents and 
Teachers, Dr. Wallace is secretary of the maternal 
and child health section and a member of the com- 
mittee on child health of the American Public Health 
Association. She is, in addition, assistant editor of 
the Journal of the American Women’s Medical Asso- 
ciation, as well as a diplomate of both the American 
Board of Pediatrics and the American Board of Pre- 
ventive Medicine. 
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WORLD HEALTH FOR WORLD PEACE 


Many of the Nation’s leaders in medicine, 
public health, education, science, and industry 
and leaders in Congress and the executive 
branch of the Federal Government gathered 
at the Second National Conference on World 
Health held in Washington, D.C., May 7-9, 
1959. The meeting was sponsored by the 
National Citizens Committee for the World 
Health Organization with the assistance and 
participation of more than 200 health, educa- 
tional, welfare, civic, and business organiza- 
tions. The committee was organized 6 years 
ago to inform Americans about international 
health problems, the work of WHO and other 
agencies in solving these problems, and why 
international cooperation is important both for 
health and for peace. 

Dr. Milton S. Eisenhower, president of Johns 
Hopkins University, served as chairman of the 
conference, which was held immediately prior 
to the 12th World Health Assembly in Geneva. 
Dr. Ernest L. Stebbins, president of the Na- 
tional Citizens Committee for WHO, opened 
the conference, which was attended by approxi- 
mately 1,500 persons. 

In addition to providing stimulus and direc- 
tion, the conference was significant in shaping 
and clarifying U.S. policy on international 
health matters, according to Dr. Leroy E. 
Burney, Surgeon General of the Public Health 
Service. 

More than 50 speakers and discussion leaders 
“anged over subjects related to international 
health within the general context of the con- 
ference theme, “World Health for World 
Peace.” Following this summary of their com- 
ments is the full text of the speech given by 
Dr. Abraham Horwitz, director of the Pan 
American Sanitary Bureau, the Regional Office 
for the Americas of the World Health Organi- 
zation. 

There was striking unanimity in support of 
a bigger, stronger World Health Organization, 
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an organization more adequately financed to 
meet the challenge of a world in which two- 
thirds of the population live in conditions of 
disease, malnutrition, poverty, and ignorance. 

Speaker after speaker stressed the vital part 
that world health must play in reaching world 
peace and stability. And pervading the con- 
ference was the feeling that the atomic age had 
placed humanity at a crossroads, the road to 
annihilation or the road to peace through co- 
operation. Dr. Andrew W. Cordier, executive 
assistant to the United Nations Secretary Gen- 
eral, expressed this feeling when he said that 
“the threat of the atom is a threat which is 
countered in turn with the promise of the atom, 
and therefore the delicate balance between that 
which is destructive and that which gives vast 
promise is a balance fraught with greater con- 
sequences than ever before in the history of the 
world.” 


International Understanding 


An opinion voiced by several speakers was 
that, of all the fields of international endeavor, 
world health is best suited to provide experi- 
ence in working together without competition 
in a cause in which all believe. In his opening 
statement Dr. Eisenhower said: 

“Peoples of vastly different cultures can work 
together in harmony in this noncontroversial 
area. Here an achievement in one country is 
a benefit to all others. Here multilateral co- 
operation is not a subtraction in one nation to 
achieve addition in another. Rather it is a 
multiplication of benefits to all. Massive suc- 
cess in international health cooperation could 
well serve as a model for other efforts to build 
a cooperative world characterized by peace, 
freedom, and justice.” 

Reinforcing this view, Arthur S. Flemming, 
Secretary of Health, Education, and Welfare 
stated that “an effective health for peace cru- 
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sade could do more to bring peace in our time 
than any other single program.” Senator Lis- 
ter Hill quoted Dr. Gunnar Gunderson, presi- 
dent of the American Medical Association, to 
the effect that “medicine with its influence and 
its resources fully mobilized, can perhaps do 
more for world peace than all the billions of 
dollars poured into armaments.” 

Leo Cherne, chairman of the board of the 
International Rescue Committee, pointed out, 
“Medical aid cannot be misrepresented as flow- 
ing from self-interest ; it cannot be regarded as 
action remote from the needs of people; it can- 
not be linked with regimes which may or may 
not be popular.” He added, “When we apply 
our resources and our talents to the medical 
needs, the life and death needs of diseased and 
deprived peoples, we take the final step and one 
which cannot be misinterpreted.” 

Cooperation in medical research and in dis- 
‘ase control is setting habits and attitudes that 
“are transferable and will subtly but surely 
have a beneficial influence on the political cli- 
mate in the world,” stated Assistant Secretary 
of State Francis O. Wilcox, adding that future 
historians will credit the present campaigns for 
the total elimination of disease as among the 
most remarkable and important achievements 
of mankind. 

Several speakers warned their fellow Ameri- 
cans against attitudes of smugness and self- 
sufficiency in their relations with some of the 
lesser developed areas of the world. We have 
as much to learn from people of other countries 
as they have to learn from us, stated Dr. Cor- 
dier. United Nations technical workers, he 
said, have found so much individual skill, un- 
derstanding, and wisdom in the so-called under- 
developed countries that they have come back 
from their overseas assignments with feelings 
of great humility and a more realistic perspec- 
tive of the world. 

Brains are not the monopoly of any country, 
said Congressman Walter H. Judd, who him- 
self spent many years in China as a medical 
missionary. He pointed out that most of the 
basic medical discoveries “came from some 
place where you didn’t expect them to come 
from.” This brought up reference to a compre- 
hensive listing of hundreds of medical discov- 
eries in general use today and the geographic 
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source of their origin, published recently in a 
U.S. Senate Committee report. 


Economic Stake in Health 

America’s stake in world health was a major 
subject of discussion at the conference. <Ac- 
cording to Congressman Judd, those countries 
with the highest health standards have most to 
gain from improved world health, and most to 
lose from diseases that can sweep in from 
He reminded his listeners that WHO 
had, in the past 10 years, checked half a dozen 
tremendous epidemics “that could have swept 
over the world including the United States.” 

Americans realize that 
health in the rest of the world is in their own 


abroad. 


must be made to 


self interest, Senator Richard L. Neuberger 
stated in support of that thesis. And the 
American stake in world health is not limited 
only to the protection of health in the United 
States, it was pointed out. 

One of six forum discussions held during the 
conference was devoted to health and economic 
development. Improved health standards are 
indispensable for any real economic develop- 
ment, it was maintained, since the human re- 
source is the richest economic asset in any coun- 
try. Poverty-stricken, disease-ridden popula- 
tions are not a good market for industrial 
products, and their own output is low and poor 
in quality. 

Mr. Cherne urged that “we recognize that 
military and economic progress cannot be sepa- 
rated from the physical strength and vitality 
of any people. Effective economic aid requires 

Viable op- 
matter how 
modest, requires a community reasonably free 
from infection, reasonably capable of applying 


a reasonably healthy work force. 


eration of new industries, no 


energy, a community free from unnecessary 
blindness, debilitating diseases, malnutrition, 
and a whole variety of ills which affect the 
stomach, the hands, the limbs, the muscles of 
men, women, and children of so much of the 
world.” 

A related aspect of America’s stake in world 
health was brought out by Dr. Howard <A. 
Rusk, associate editor of the Vew York Times. 
He maintained that Americans had been pay- 
ing a 15 percent hidden tax on every article 
exported to this country from certain malari- 
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ous areas in the Philippines, areas now freed 
from that disease. In one small region in 
Greece, he said, following a malaria eradication 
program, the rice yield increased four times. 
In many countries deficient in food production, 
like India, potentially rich agricultural lands 
have lain fallow for centuries, depopulated by 
the ravages of malaria and other preventable 
diseases. Such lands are now being brought 
back into cultivation with the restoration of 
health, Dr. Rusk said. 

Another point developed at the conference 
was that, once people generally recognize their 
enormous economic stake in the improvement 
of world health, they will be more generous in 
their contributions to the funds necessary to 
get on with the job. 

Dr. Flemming urged voluntary organiza- 
tions to develop and support private programs 
to provide medical care and teaching in other 
nations. “I am convinced that these voluntary 
groups, through their international organiza- 
tion and counterparts in other countries, can 
bring peoples of other countries to the point 
where they will have an appreciation of the 
ralues that flow from private groups within 
their communities taking the initiative in deal- 
ing with their own health programs,” he said, 

Congressman Judd also stressed that volun- 
tary organizations and individuals can make 
important contributions because they are not 
bound by government protocol and have more 
opportunity for imagination, experimentation, 
and demonstration. 

“Strong support of the United Nations and 
its various specialized agencies such as_ the 
World Health Organization represents a fun- 
damental part of United States foreign pol- 
icy,” Mr. Wilcox assured the conference in re- 
viewing the benefits, both indirect and direct, 
that the United States had derived from 
WHO's work in raising health standards 
everywhere. He listed these benefits as the 
control or eradication of infectious disease at 
the source, rapid reporting of disease outbreaks 
almost worldwide, exchange of information 
and ideas on health and medical advances, the 
international laboratory networks, and recom- 
mendations of common names and standards of 
purity and potency for drugs and biologicals 
and the preparation of biological standards. 
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Secretary Flemming urged that the major 
contributing nations of the world, including 
the United States, increase their financial sup- 
port of WHO. This position was strongly en- 
dorsed by Senator Hubert Humphrey, who 
urged increased contributions, stating that the 
present total of $26 million available annually 
to the Organization (including all sources of 
funds, not only the regular budget) was not 
enough even to scratch the surface of WHO's 
responsibilities. Several speakers contrasted 
the vast sums spent annually on research and 
production of weapons for mass destruction 
with the relatively insignificant amounts de- 
voted to promoting better health throughout 
the world. 

During the conference many suggestions 
were made concerning the manpower necessary 
to carry out an effective “health for peace” cru- 
sade. Participants in a forum discussion de- 
voted to international medical research empha- 
sized the importance of developing a career 
pattern which would permit young scientists 
and teachers to accept assignments in other 
countries. They suggested collaborative ar- 
rangements between universities in the United 
States and other countries to permit rotating 
persons as a requisite of career advancement. 

Both WHO and the International Coopera- 
tion Administration are using regional training 
centers more extensively, according to Dr. 
Howard M. Kline, Division of International 
Health, Public Health Service. He felt that 
it was best to train candidates in their own 
countries or in areas where educational tradi- 
tions, culture, and language are familiar, and 
that training in the United States was a last 
choice because our educational centers are 
adapted to interests and traditions foreign to 
students from most other countries. 

Congressman Judd urged more care in select- 
ing personnel, earlier and more intensive study 
of languages, and 3-year tours overseas. 


Expanding WHO Activities 

Looking to the future, a number of sugges- 
tions were made for the expansion of interna- 
tional health activities. Secretary Flemming 
asked for a mobilization of the resources of 
national and international, official and volun- 
tary agencies in a coordinated plan to accom- 
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plish three health objectives: mass control of 
preventable diseases, provision of modern 
health and medical services to the total world 
population, and advancement of medical 
science through pooling of knowledge and 
skills and through development of worldwide 
research potential. 

To accomplish these objectives, Dr, Flem- 
ming advocated far greater reliance on WHO 
than at present. It should be up to the World 
Health Organization, he said, to set the goals 
and priorities and to map programs for com- 
mon action to be carried out cooperatively by 
international, regional, national, official, and 
voluntary organizations. He stated further 
that United States bilateral health programs 
should be directly related to the attainment of 
agreed-upon world goals as they are worked 
out through WHO. “As we as a Nation step 
up our support of international health, we 
should shift to a multilateral program as rap- 
idly as this can be done, consistent with our 
overall foreign policy objectives,” Secretary 
Flemming said. 

Senator Humphrey proposed that WHO 
move more fully into the field of the health 
aspects of atomic radiation. This is one area, 
he said, in which WHO will have an unparal- 
leled opportunity for leadership, a leadership 
in a field which overlaps and overflows the 
scientific into the political—the area of radio- 
active fallout. “WHO is uniquely qualified to 
play a far larger role than at present in secur- 
ing scientific meeting of the minds as to effects 
of radioactive fallout on present and future 
generations,” he stated. 

Urging a greatly expanded WHO program, 
Senator Humphrey stated that the existence 
today of malaria, smallpox, hookworm, yaws, 
trachoma, and tuberculosis “represents a blot 
on the conscience of modern man. They are a 
formidable barrier on ‘the road to any world of 
progress, peace, and plenty.” To cope with 
this on a really effective scale, he urged the 
bold mobilization of American resources. 
WHO should be encouraged and helped, he 
said, to launch campaigns for the eradication, 
not. only of smallpox, but a whole selection of 
those diseases amenable to eradication. And 
WHO should be supplied with the funds nec- 
essary to accelerate man’s search for answers to 
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the “baflling” diseases such as cancer, heart dis- 
ase, and arthritis, he said. 

The Senator then made a dramatic proposal 
for the use of food surpluses aimed at breaking 
the vicious circle of, as he put it, hunger breeds 
dlisease—breeds poverty—breeds hunger. Stor- 
age costs of surplus foods in warehouses, he 
said, have amounted to a billion dollars a year, 
to which should be added another quarter of 
a billion dollars for the annual cost of deterior- 
ation. 

Dr. Thomas Parran, former Surgeon General 
of the Public Health Service and a past presi- 
dent of the National Citizens Committee for 
WHO, struck a note of optimism for the future 
outlook when he suggested that although prog- 
ress toward world health has been substantial, 
“we may be on the eve of the greatest forward 
movement in this relatively new type of collab- 
oration and cooperation among peoples that the 
world has ever seen.”—Harotp Bauov, con- 
sultant, Office of the Surgeon General, Public 
Health Service. 


The Humanistic Relevance 
Of Public Health 


From its beginnings, medicine has evolved 
as an art based on moral and aesthetic princi- 
ples, pursuing the knowledge of man as a whole 
being, both in his physical and spiritual aspects, 
to assist him in health and disease. As the 
scientific phase of medicine developed, knowl- 
edge of human nature was deepened and the 
scope of medicine was enlarged. The good 
physician serves mankind with generosity, 
sensitivity, and kindness. 

Medicine is thus, in essence, humanism— 
understanding man in historical perspective and 
social evolution, surrounded as he is by an ever- 
changing environment. With these objectives, 
medicine today is both a biological and a social 
science bearing directly on all the complexities 
of society, including man’s beliefs, traditions, 
ideas, and ways of living. 

For man as a member of society living in a 
community, community medicine becomes pub- 
lic health. And public health is the expression 
of man’s endeavors to prevent disease, to pro- 
tect and promote health, and to lengthen life. 
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In so doing, public health lays the foundations 
of human dignity and self-respect and promotes 
peace of mind, the basis for harmonious exist- 
ence within families, groups, and communities. 
So conceived, health has a universal projec- 
tion as part of the efforts of mankind to achieve 
welfare, peace, and happiness. Galen said 2,000 
years ago, “Health is a sort of harmony.” 


Constant Interrelationships 


Good health, however, does not solve all the 
problems of welfare. For the progressive evo- 
lution of organized communities, human energy 
of high quality is essential, and this in turn im- 
plies an equally high quality of public health. 
But equally essential is education appropriate 
to the different periods of life, with a minimum 
indispensable for all, in order to facilitate 
adaptation to the environment and thus bring 
about good human relations. Of no less im- 
portance are adequate nutrition, housing, and 
income; in sum, rational and balanced economic 
development. It is from such development that 
will come the production of enough to satisfy 
the needs of an increasing population. 

There is a constant interrelationship among 
health, economy, and social progress. Ex- 
perience shows that immediate results can be 
obtained through organized public health, but 
the effect will not be lasting unless the other 
factors which condition well-being are im- 
proved simultaneously. It is not enough to 
maintain a healthy population able to produce 
and consume, even though it has a sense of re- 
sponsibility and awareness of common effort to 
achieve common good. Such a population, con- 
stituting a veritable reserve of human energy, 
demands opportunities for  self-realization 
which can be supplied only by means of well- 
rounded economic development. 

The vicious circle of poverty and disease can- 
not be successfully broken by attacking disease 
only. The important thing is to take positive 
action on all the major factors relating to 
poverty. 

These principles are, in our opinion, the basis 
for a cooperative effort throughout the Amer- 
icas to bring about economic development and 
the welfare of the people in orderly and pro- 
gressive fashion. To achieve this aim, govern- 
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ments and the international organizations they 
have created, supported by individuals and 
groups in all walks of life, must join together. 
The urgency of this task is revealed by the pres- 
ent condition of the peoples of the Americas. 

Latin America is today the world region 
which shows the most rapid increase in popula- 
tion. The present rate is almost double the 
average of other regions, so that the figure of 
182 million estimated for 1958 may approxi- 
mate 592 million by the year 2000. Seventeen 
of the twenty Latin American countries are 
expected to double their populations in less than 
35 years. Furthermore, this is a young region 
with 40 percent of its population under 15 years 
of age. Life expectancy at birth is generally 
less than 50 years and only in a very few urban 
communities reaches 60. If to this predomi- 
nantly youthful population the weight of dis- 
ease is added, there cannot be enough produc- 
tive capacity to meet the needs of all. 

In these countries infant mortality and child 
mortality are tragically high, largely because of 
poor sanitation, prevalence of acute communi- 
cable diseases, inadequate nutrition, ignorance, 
and poverty. The predominance of communi- 
cable diseases as the major problem offers great 
possibilities for organized public health in the 
Americas, particularly if integrated in a pro- 
gram of economic development. 

Water is as important to health as it is to 
industrial development, yet a water supply in 
the home is all too uncommon in Latin America. 
Even in urban areas, at least 30 million people 
live in dwellings without water; adequate sew- 
age disposal is found even less often. Further- 
more, tourism is an important industry in Latin 
America, and tourism cannot really thrive 
where water supply and sewage disposal are in- 
adequate and unsafe. 

There is still a high proportion of illiteracy, 
in many of these countries reaching over 50 per- 
cent of the population. No community can 
progress where illiteracy reigns since the people 
do not have access to sources of knowledge and 
information. 

Latin America has shown in recent years an 
impressive increase in total production of food, 
yet, with a rapidly growing population, per 
capita output has decreased by 6 percent. At 
the same time, in the great majority of the coun- 
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tries, the consumption of protein of animal 
origin is far below the physiological minimum. 

The housing problem in Latin America is 
proverbial. In large areas houses are com- 
pletely inadequate, and the amount of construc- 
tion does not keep pace with the normal increase 
of the population. 

As a corollary of all this several countries are 
undergoing serious inflation, with increasing 
cost of living, which further reduces an income 
already insufficient for basic needs. 


Economic Roots 

At the root of the entire process of develop- 
ment are the economic conditions. Cultivation 
of arable land in Latin American countries is 
limited to 4 percent of the total surface. There 
is an acute insufficiency of capital. Industrial 
development is in its beginnings and exports 
are limited. Production is not sufficiently di- 
versified, and all too often countries depend on 
a single product. Geography is difficult, with 
large rural areas and inadequate means of 
communication and transportation, which often 
make access to resources impossible. If one 
adds the constant increase of population, it is 
sasy to understand the high rate of unemploy- 
ment. 

Although there is sufficient knowledge to 
cope with most of the major public health 
problems of the Americas, the number of 
trained professional and auxiliary personnel is 
inadequate. Besides the insufficiency of mate- 
rial resources, local and national health serv- 
ices do not have adequate organization to ob- 
tain the best possible yield from the available 
personnel and resources. 

In spite of these shortcomings, progress has 
been and will continue to be substantial, and 
the efforts of the governments, with the assist- 
ance provided by international organizations, 
have major accomplishments to their credit. 

The World Health Organization and the 
Pan American Health Organization are 
actively collaborating with the member gov- 
ernments in strengthening national and local 
health services, in training professional and 
auxiliary personnel, in controlling or eradicat- 
ing acute and chronic communicable diseases, 
and in searching for new methods for the pro- 
tection and promotion of health. 
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The greater the progress toward elimination 
of pestilence, the clearer becomes the relation- 
ship between health and economic progress. 

The basic activities in public health, those 
which further optimal human growth and de- 
velopment by diminishing risks stemming 
from the physical and social environment, re- 
quire good planning and organization, well- 
trained personnel, and large amounts of capital. 
In the present stage of Latin American growth 
this capital can be obtained by cooperative 
measures among all the governments, through 
a carefully planned and progressive program. 
The creation of the Inter-American Bank for 
Development and the current discussions about 
« common market are excellent indicators of 
the desires motivating the governments of the 
Americas. When combined with other similar 
steps, these measures will clearly serve to im- 
prove the living conditions of the people of 
our hemisphere, while respecting their ideals 
and individual cultures. 

Because this development is so consistent 
with the philosophy expressed in the constitu- 
tions of the World Health Organization and 
the Pan “American Health Organization, it 
seems to me inevitable that public health activ- 
ities will be a major aspect of the balanced 
plan for economic progress which I foresee. 

Our countries are passing through a phase 
of destiny which calls for genuine merging of 
forces to face the major problems of today and 

tomorrow. But we must always keep before 
us that our ultimate aim is the welfare of man- 
kind. 

The moment in which we live is a real chal- 
lenge to fate which needs to be expressed in 
simple and direct terms and requires equally 
simple and direct answers. 

We health 
shown what international collaboration can do 
We offer this 
experience in order to help find the answers so 
badly needed in the world today. We do so 
with the conviction that in fighting for health 
we are fighting for peace.—ABranam Horwitz, 
M.D., director of the Pan American Sanitary 
Bureau, Regional Office for the Americas of the 
World Health Organization. 


workers believe that we have 


to give incentive to progress. 
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Standardization of the crude birth and death rates of the U.S.S.R. 
indicates that, contrary to the claims, Soviet mortality is higher than 
that of the United States and its fertility is lower. 


Analysis of Mortality and Fertility Data 
of the Soviet Union 


ROBERT J. MYERS 


OTH MORTALITY and fertility are 

sometimes measured by so-called crude 
rates. The crude death rate is merely the 
number of deaths in a year divided by the aver- 
age total population during the year (or the 
total population in the middle of the year). 
Similarly, the crude birth rate is based on the 
total number of births in the year and the total 
population. Analysis of these crude rates pos- 
sesses a certain significance if confined to a 
single country over a period of a few years, but 
even here there are certain limitations and 
dangers. Even greater difficulties, and in some 
instances insurmountable ones, arise if interna- 
tional comparisons are made. The main reason 
is the difference in age structures of the basic 
populations, either in the same country at dif- 
ferent times or in different countries. 

The following extreme example of the effect 
of age structure on the crude death rate is indic- 
ative of the weakness of this measure for 
analytic purposes. Consider town A, consist- 
ing primarily of a large university, with 
accompanying service facilities. It would nat- 
urally be expected that this town would have a 
very low crude death rate because most of its 
residents are young students. On the other 
hand, consider town B, which because of its 
favorable warm climate is a haven for retired 
persons. This town would obviously show a 
relatively high crude death rate, one much 


higher than town A, despite the fact that it 
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might be the “healthier” place in which to live 
if the population structures were the same. 

This paper examines and analyzes the avail- 
able data on mortality and fertility in the 
U.S.S.R. In recent years, the data that have 
been released have been extremely limited. 
They include only such items as crude birth and 
death rates, total population, and expectation of 
life at birth. There are no figures by age for 
the population or for deaths, births, or expec- 
tation of life. 

The Soviet Union frequently lays great 
emphasis on its crude birth and death rates. 
For instance, its first report on the 1959 census 
stated that the death rate is the lowest in the 
world (7). This statement has also been made 
a number of other times about previously pub- 
lished crude rate figures, despite the fact that 
the U.S.S.R. has released figures for the expec- 
tation of life at birth for recent years thai are 
some 6 percent lower than those of the United 
States. Similarly, on the basis of crude birth 
rates, the U.S.S.R. claims a high fertility rate. 


World Comparisons of Death Rates 


Before analyzing the effect of standardizing 
the U.S.S.R.’s mortality rates, let us see whether 





Mr. Myers is chief actuary, Social Security Ad- 
ministration, Department of Health, Education, 


and Welfare. 





the reported crude death rate of the Soviet 
Union is the lowest in the world. The figure 
was 7.7 per 1,000 for 1956, which was definitely 
below the corresponding figure for the other 
major industrially developed countries in the 
world, such as Australia, Canada, New Zealand, 
the United States, and the Western European 
nations, most of which had crude death rates 
of from 8 to 12 per 1,000 (2a). On the 
other hand, there were a number of countries 
that had lower crude death rates than the Soviet 
Union: Greece (7.4), Iceland (7.2), Iran (6.8), 
Israel (6.6), Lebanon (5.5), Peru (6.8), Syria 
(5.4),and Uruguay (7.0). Many of these coun- 
tries are not particularly noted for their favor- 
able health or economic conditions. Probably 
the reason for the low crude death rates of these 
countries lies in the dual circumstances of a rela- 
tively young age distribution and the very 
significant postwar reductions in certain com- 
municable diseases. Also, in some of these 
countries the accuracy of reporting of deaths 
and enumeration (or estimate) of the popula- 
tion may be questioned. 

In 1956 certain outlying U.S. possessions and 
territories had lower crude death rates than 
the U.S.S.R.: Alaska (5.8), Guam (6.6), Ha- 
wail (5.8), Puerté Rico (7.0), and Samoa (7.4). 
A number of small possessions of European 
nations, such as Angola, Cyprus, Fiji Islands, 
and Sarawak, also had very low crude death 


rates. 


Trends in Crude Death Rates 


The only official Soviet data on mortality for 
the last 30 years are crude death rates and in- 
fant mortality rates. Eliminating periods of 
war and civil strife, the decline in the crude 
death rate has been striking, from 30.2 per 1,000 
in 1913 to 20.3 per 1,000 in 1926, to 18.3 per 
1,000 in 1940, and then to 9.6 per 1,000 in 1950, 
followed by a steady decline each year there- 
after to 7.7 per 1,000 in 1956 (3a). These fig- 
ures are indicative, to a certain extent at least, 
of a real improvement, but how much the de- 
cline in mortality is due to improved health and 
how much to changes in age structure is a 
question. 

Similar declines in the crude death rate oc- 
curred in other countries that had relatively 
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high levels of mortality before World War II. 
In Japan, for example, the crude death rate 
was 19.4 per 1,000 in 1913 and 19.2 per 1,000 
in 1926, and declined to 16.2 per 1,000 in 1940, 
to 10.9 per 1,000 in 1950, and then to 8.0 per 
1,000 in 1956 (2a, 4). Thus, the trend of the 
crude death rate in the period immediately pre- 
ceding World War II and thereafter has been 
very similar in Japan and in the U.S.S.R. 

The United States had a much lower level 
of mortality before World War II than the 
U.S.S.R. or Japan. Accordingly, although 
there was a significant improvement in mortal- 
ity in the past half century in the United States, 
the crude death rate had a much smaller de- 
crease than in many other countries. Thus, the 
U.S. crude death rate was about 14 per 1,000 
in 1915. Over the next 40 years, in general, it 
declined gradually to a level of 9.6 per 1,000 in 
1956. The actual improvement in health con- 
ditions was even greater than this because the 
age structure of the population shifted to a 
much older age distribution. 


Standardization of U.S.S.R. Mortality Data 


No recent information on deaths in the Soviet 
Union by age and sex is available. Without 
such data the only possible method of analyzing 
mortality experience is by standardization. 
The results achieved are not too informative, 
since it is desirable to analyze the experience 
by age and by sex in order to determine the 
true significance of any changes. But, in the 
absence of complete data, the standardization 
procedure is certainly better than no analysis 
at all. 

The method of standardization requires that 
the age distribution of the population be avail- 
able even though that for deaths is not. The 
Soviet Union has not released figures about the 
age distribution of the population since the 1939 
census. However, detailed estimates for 1956 
have been prepared by the U.S. Bureau of the 
Census (J) and also by an eminent French 
demographer (6). Although the two sets of 
figures differ somewhat, the resulting standard- 
ized death rates (and birth rates) differ by less 
than 5 percent. 

The method of standardization is to apply the 
age-specific mortality rates, separately by sex, 
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of a given standard to the age-sex distribution 
of the particular population under study. The 
deaths “expected” on the basis of the mortality 
standard can then be obtained. The standard- 
ized crude death rate can be computed for these 
“expected” deaths and then compared with the 
actual crude rate. The comparison indicates 
the relative level of the actual mortality of the 
population as against that of the mortality 
standard. 

For analysis of the mortality experience of 
the U.S.S.R. in 1956, the actual experience of 
the United States in the same year is used as 
the mortality standard (7a). (Rates for the 
age group 0-4 years were modified because of 
the theoretical consideration that the number of 
births each vear in the past 5 years in the United 
States would not necessarily have the same pat- 
tern as in the U.S.S.R. The difference, how- 
ever, has relatively minor effect on the results 
as a whole.) 

Table 1 sets forth the basie data used in the 
analysis and also the estimate of deaths that 
would have occurred in the U.S.S.R. popula- 
tion if U.S. mortality had applied. The result- 
ing crude death rate is 6.18 per 1,000 (1,231,300 


Table 1. 


[Population and deaths in thousands; 


deaths divided by 199,336,000 population), or 
20 percent below the reported U.S.S.R. rate of 
7.7 per 1,000. This is a very low crude death 
rate and is due to the Soviet Union having a 
very young age distribution. The age-specitic 
U.S. death rates when applied to the U.S. age 
distribution in 1956, of course, yield the previ- 
ously mentioned crude death rate of 9.6 per 
1,000, 25 percent above the reported Soviet 
crude rate, but 55 percent above what the Soviet 
crude rate would have been if that country’s: 
age-specific rates had been equal to those of the 
United States. The relatively young age distri- 
bution in the U.S.S.R. may be seen from the 
fact that only 7.8 percent of its population is 
aged 60 years and over as against 12.6 percent 
in the United States in 1956 (and about 20 
percent for a stationary life table population 
based on current U.S. mortality and a constant 
annual number of births). The relatively low 
crude death rate currently reported by the 
U.S.S.R. is thus clearly due in considerable part 
to its relatively young age distribution. 
Calculations standardizing mortality similar 
to those in table 1 have also been made for the 
U.S.S.R. for the officially reported age-sex dis- 


Application of U.S. mortality rates to U.S.S.R. population, Jan. 1, 1956 


rates per thousand] 





U.S.S.R. population ! 
Age group (vears) 





Male Female 
0-4. aed Se | 11, 901 | 11, 380 
5-9 ie anieey 9, 253 | 8, 906 
10-14 OY ies 7,975 | 7, 685 
15-19 gana 11, O85 | 10, 653 
20-24. 8, 299 | 8, 057 
25-29 10, 244 | 10, 096 
30-34 7, 198 | 8, 573 
35-39 4, 14] 6, 359 
40-44 : 4, 643 7, 452 
45-49 4, 987 6, 918 
50-54_ 4, 628 5, 870 
55-59 3.378 1, 449 
60-64 2.314 3, 097 
65-69 1,710 | 2. 540 
70-74__. aly ae 1,119 1, 690 
75-79_. ae 635 | 1, 046 
80-84. 285 536 
85 and over__. Q2 | 142 
Total __ 93, 887 105, 449 | 








U.S. 1956 mortality rates 2} Estimated U.S.S.R. deaths 





Male Female Male Female 
7.0 5: 4 33. 3 61.5 
oO 4 1. 6 3. 6 
. 6 Pe 4.8 23 
1a] 6 14 4 6.4 
De | fj 16. 6 5. 6 
1.8 9 | 18. - 9, 1 
pe LS 1S: 1 | 10. 3 
SD a 12. 0 i: 4 
4.6 2.8 21. 4 20.9 
L6 4.3 37.9 29, 7 
126 6. 4 55. 5 | 34:6 
18. 6 9,8 62. 8 43. 6 
28. 4 ba 3 65. 7 46.8 
42.6 25. 3 12.3 64. 3 
59. 6 | 38. 2 66. 7 | 64. 6 
86. 2 62. 0 | 54. 7 64. 9 
134. 4 109. 7 3652 11 58. 8 
193. 9 186. 2 | 17.8 | 26. 4 
662. 8 | 568. 5 





! Reference 5. Subdivision of data for ages 70 years and over from unpublished data of the U.S. Bureau of the 


Census. 


2 Reference 7a, except that rates for age group 0-4 years are based on values obtained from abridged life tables 
(with weighting by relative proportions of white and nonwhite populations in this age group). 
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tribution of the population in 1926 and for the 
estimated age-sex distribution in 1939. The 
estimate for 1939, prepared by Michael K. 
Roof, Legislative Reference Service, Library 
of Congress, is based on the officially reported 
census distribution by broad age groups (under 
7, 8-11, 12-14, 15-19, decennial age groups up 
to 60, and 60 and over), supplemented by sex 
breakdowns from literacy data and by pro- 
jections to 1939 of the 1926 census data and of 
data on subsequent births. 

The mortality standards used for the 1926 
and 1939 population distributions are the actual 
age-specific death rates, by sex, for the United 
States for the same years. For 1926, the U.S. 
age-specific death rates are available only for 
certain age groups (under 1, 1-4, decennial age 
groups up to 85, and 85 and over) ; therefore, 
the Soviet census data were grouped accord- 
For 1939, the U.S. age-specific death 
rates are available for the following age groups 
(unpublished data from the National Office of 
Vital Statistics): under 1, 1-4, quinquennial 
age groups up to 85, and 85 and over. The es- 
timated Soviet age distribution for 1939 is 
available in similar groups except that ages 70 


ingly. 


and over are combined, but breakdown into 
quinquennial groups has been made by assum- 
ing that the proportionate distribution of the 
population aged 70 and over in 1939 was the 
same as in 1926. 

The resulting standardized crude death rates 
are compared with the reported crude death 
rates of the U.S.S.R. for closely corresponding 
periods in the following table: 


Excess of 
crude over 


Crude Standardized standardized 
Year death rate death rate rate (percent) 
1926___ 20.3 11. 87 71 
1980... 1873 8. 71 110 
1956 ete 6.18 25 


The excess of the reported U.S.S.R. crude death 
rate over the standardized crude death rate 
based on U.S. experience has decreased very 
significantly in the past three decades, although 
immediately before World War II it was more 
than 100 percent and it still amounts to 25 per- 


cent. This change would seem to indicate that 
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there has been a very significant improvement 
in mortality in the Soviet Union in recent years, 
according to the reported crude death rates. 


U.S.S.R. Data on Life Expectancy 


Although no Soviet data on mortality ex- 
perience by age have been released in the past 
three decades, figures have been published as to 
the expectation of life at birth (36,8). These, 
along with corresponding figures for the United 
States (9a), are as follows: 


All persons Males Females 
U.S.S.R. U.S. U.S.S.R. U.S. USSR. US. 


Period 

1926-27__._._ 44 58. 6 42 57. 2 47 60. 0 
1954-55____ 64 69. 6 61 66. 7 67 12.9 
1955-56__._. 67 69. 6 63 66. 7 69 73. 0 


The reported improvement in the expecta- 
tion of life at birth in the U.S.S.R. in the last 
three decades is very significant. Although the 
U.S.S.R. rate of improvement has been greater 
than that of the United States, the latter still 
shows a significantly higher expectation, by 3.7 
years for males and 4.0 years for females. In- 
terestingly, the difference is only 2.6 years for 
both sexes combined, which is the result, in 
large part, of the higher proportion of women 
in the U.S.S.R. than in the United States (the 
1956 sex ratios of the total population were 887 
and 984 men per 1,000 women, respectively). 
This comparison demonstrates why it is desira- 
ble to consider mortality experiences separately 
by sex. 

The data on expectation of life at birth in 
the U.S.S.R. for 1955-56 can be analyzed, to a 
certain extent, on the basis of the standardiza- 
tion analysis previously made. This indicated 
that, in the aggregate, Soviet mortality in 1956, 
when standardized by age and sex, was 24.6 
percent higher than U.S. mortality for the same 
period. It may first be assumed that this dif- 
ference applies at each age, although this is al- 
Since the infant 
mortality rate in the Soviet Union was re- 
ported as 47 per 1,000 in 1956 (10), or about 
80 percent higher than that of the United 
States for the same year, another possible ap- 


most certainly not the case. 


proach is to assume a graded differential that 
is about 80 percent at age 0 and that decreases 
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thereafter in such manner as to give age-spe- 
cific mortality rates that reproduce exactly the 
Soviet crude rate of 7.7 per 1,000 when they are 
applied to the 1956 age-sex distribution. 

The age-specific mortality rates shown by 
U.S. experience were uniformly increased by 
24.6 percent for the first assumption; for the 
second assumption, by 78 percent for age 0, 77 
percent for age 1 year, decreasing by 1 per- 
cent for each year until there is no differential 
for ages 78 years and over. This latter treat- 
ment produced a crude death rate of 7.72 per 
1,000 for the 1956 age-sex distribution and was 
adopted because of its simplicity (rather than 
beginning at 80 percent at age 0 and then work- 
ing down to a zero differential in a more com- 
plex fashion). The U.S. age-specific mortality 
rates were developed from the complete life ta- 
bles for 1956 prepared by the Metropolitan Life 
Insurance Co. from the official abridged life ta- 
bles for 1956 (9b), which are for all persons and 
for each sex by race. The author developed 
therefrom corresponding tables for all males 
and all females, using also the official abridged 
tables for these two categories (unpublished 
data from the National Office of Vital Sta- 
tistics). 

The expectations of life at birth were then 
computed from the life tables developed from 
such age-specific rates. The results of these 
computations of expectation of life at birth for 
1956 are shown in the following table, in com- 
parison with the reported Soviet data for 


1955-56: 


Computed figures 








Reported Constant Decreasing 


Category figures differential differential 
All persons___ 67 66.5 65.7 

1 ne a ae 63 63.3 62.3 

WOQMIGION! 225225.00.% 69 70.0 69.5 


The male and female figures obtained by 
assuming a constant mortality differential with 
age between U.S.S.R. and U.S. experience are 
actually somewhat above the reported values. 
However, the male and female figures based on 
a decreasing differential (starting higher and 
ending lower), which are probably the more 
logical, are reasonably close to the reported 
values. The reported figure for both sexes 
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combined is higher than the two computed val- 
ues, but this has no significance because of 
the excess female population in comparison 
with what would be expected in a life table 
population. 


Trends in Crude Birth Rates 


Soviet data on fertility are as sparse as they 
are for mortality. The only official figures 
available are crude birth rates, the trend of 
which has been just as strikingly downward 
as that of the reported death rates. Thus, the 
reported crude birth rate was around 45 per 
1,000 in both 1913 and 1926 and fell to 32 per 
1,000 in 1940. In the 1950’s, this rate has been 
relatively level at 25 to 27 per 1,000, with the 
1956 figure being 25.0 (3a). 

The trend and level of the crude birth rate 
in most of the industrialized and well-developed 
countries in the past half century (26) have 
been somewhat different from the pattern in the 
U.S.S.R. In general, there was a steady de- 
cline until about 1940. In the 1950’s, in most 
countries, the level has been definitely higher 
than that in the 1930’s. However, in some 
countries (for example, Austria, Denmark, the 
Netherlands, and the United Kingdom) the 
level is about the same as in the 1930’s and in a 
few, primarily in the Mediterranean area, the 
current level is lower than in the 1930’s, just as 
in the U.S.S.R. 

In the United States, the crude birth rate 
dropped from about 30 per 1,000 in the 1910’s 
to a low of about 19 in the 1930’s. Since World 
War II it has been about 25 per 1,000. In most 
of the Western European countries, the crude 
birth rate has been somewhat lower than in 
the United States, but with the same general 
trend; currently, the rates in these countries 
are about 16 to 22 per 1,000. Canada, too, has 
had about the same trend in the crude birth 
rate as the United States, but the level has 
generally been about 10 percent higher. In 
Japan, which has had somewhat the same trend 
in the crude death rate as the Soviet Union, the 
crude birth rate has displayed an entirely dif- 
ferent trend from that of the U.S.S.R. (or for- 
that matter, different from that in any other 
major country). The rate was level at about 
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33 per 1,000 from the turn of the century to 
the beginning of World War IT and for a few 
years thereafter (4), but then it declined 
sharply toabout 18 per 1,000 in 1956. 

The current level of the Soviet crude birth 
rate is thus relatively high as compared with 
that of other major industrialized countries, 
although not high in comparison with many 
of the underdeveloped countries, which have 
rates as high as 40 to 50 per 1,000. But this 
high crude rate is not necessarily an indication 
of high fertility in the U.S.S.R. 


Standardization of U.S.S.R. Fertility Data 


Just as mortality is sometimes erroneously 
measured by the crude death rate, it is not un- 
common to see measurement of fertility at- 
tempted through the use of the crude birth rate. 
Here, too, proper analysis requires at least age- 
specific fertility rates (births to mothers of a 
given age, divided by total women in the popu- 
lation in that age group), and more adequate 
analysis can be made if consideration is given 
also to marital status and birth order. 

When, however, data on births by age of 
mother are not available, but rather only the 
total female population by age groups is at 
hand, the only possible analytical procedure is 
standardization. If data were available by 
marital status and birth order, further stand- 
ardization could be done. But, in any event, 
standardization by age is of some significance. 

The method of standardization of crude 
birth rates is the same as described for crude 
death rates, except that only the female popu- 
lation is considered. 

Actual experience of the United States in 
1956 has again been used as the standard (7b). 
The basic data of this analysis and also the 
estimated births that would have occurred in 
the U.S.S.R. population if U.S. fertility had 
applied are shown in table 2.. The resulting 
crude birth rate is 32.69 per 1,000 (6,516,400 
births divided by 199,336,000 population), or 
31 percent above the reported U.S.S.R. rate of 
25.0 per 1,000. The relatively young age dis- 
tribution of the U.S.S.R. population is clearly 
responsible, in considerable part, for the moder- 
ately high crude birth rate currently reported 
by that country. It may also be inferred that, 
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Table 2. Application of U.S. fertility rates to 
U.S.S.R. population, Jan. 1, 1956 


{Population and births in thousands; rates per 
thousand | 


U.S. 1956 | Estimated 


U.S.S.R. 
Age group female fertility U.S.S.R. 
(years) popula- rates ? births 
tion ! 
10-14_____- 7, 685 1.0 | 7.7 
15-19_____- 10, 653 94, 2 1, 003. 5 
20-24 ; 8, 057 | 251. 3 2, 024. 7 
25-29__._._.- 10, 096 195. 5 1, 973. 8 
30-34_ _ _- : 8, 573 116. 4 997. 9 
35-39 6, 359 60. 3 383. 4 
40-—44_ one 7, 452 15.9 118.5 
45-49____ = 9 


6, 918 1.0 6. { 


o> 
- ' 
on 
a | 
> | 
nas 


65, 793 |_--- ae 


os 


Totel..<.<. 





"1 Reference 5. 
2 Reference 7b. 


on the whole, fertility in the Soviet Union is 24 
percent lower than in the United States. 


U.S.S.R. Fertility and Family Allowances 


Another indication of the level of U.S.S.R. 
fertility may be found in data from the coun- 
try’s family allowance program. Under this 
program, monthly payments are made to chil- 
dren aged 1 through 4 years who are of fourth 
or higher order of birth, the amount varying 
according to the birth order. At the end of 
1956, 3,312,000 children were reported to be re- 
ceiving such allowances, representing 17.9 per- 
cent of children in the country aged 1-+ years, 
as estimated by the author on the basis of data 
on total population and births presented by 
Biraben (6). The corresponding figures for 
the end of 1950 were 3,079,000 children receiv- 
ing allowances, representing 19.2 percent of the 
children aged 1-4 years. 

Although census data on children by birth 
order are not available for the United States, 
adequate and proper analysis can be made by 
considering birth-order data reported to the 
National Office of Vital Statistics. For 1953- 
56, births of the fourth and higher orders were 
25.1 percent of all births in the United States, 
significantly higher than in the Soviet Union. 
The following table compares the figures for 
the two countries, with subdivision by birth 
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order, showing the ratio of children of a par- 
ticular birth order to total children : 


Ratio U.S. to 
U.SS.R. 
(percent) 


U.S.S.R. US: 
(percent) (percent) 


Birth order 


~ | PSS eee eel Pe eee gH 129 
_—— Se a 4.6 5.8 126 
ee nee ROS era 25 Bf 128 
< and Higher...... 2:2 5.0 227 


DOGGY) sno 5 17.9 25. 1 140 


The higher birth orders in the United States 
are clearly more prevalent than in the Soviet 
Union. This finding confirms the results of 
the other analyses; that is, that fertility is sig- 
nificantly higher in the United States than in 
the U.S.S.R. 


Summary and Conclusions 

The Soviet Union frequently makes the 
claim that its mortality is the lowest in the 
world, whereas in the past it was extremely 
high. These statements are made on the basis 
of the crude death rate, which is currently re- 
ported at a relatively low level, for 1956 some 
20 percent lower than the United States. 
However, the Soviet Union has also reported 
figures for the expectation of life at birth, 
which, for 1956, are about 4 years lower than 
for the United States, for both men and women. 

Similarly, the only figures available as to 
fertility are the crude birth rates. On the 
basis of these, the U.S.S.R. claims a high fer- 
tility rate. Actually, in recent years, the Soviet 
crude birth rate has been well above that of 
most Western European countries, but virtu- 
ally the same as for the United States. 

This paper has analyzed mortality and fer- 
tility in the U.S.S.R. on the basis of standard- 
ization by age. This procedure is especially 
necessary in dealing with data for the Soviet 
Union because of the unusually young age dis- 
tribution of the population. The resulting 
analysis indicates that Soviet mortality as re- 
ported, after taking into account age and sex 
distributions, is about 25 percent higher in the 
aggregate than that of the United States, while 
fertility is about 24 percent lower. 
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Analysis tends to confirm to a considerable 
extent the reliability of the reported Soviet 
figures on expectation of life at birth, assuming 
the accuracy of the reported crude death rates. 
The differential in life expectancy between the 
United States and the U.S.S.R., for each sex, 
currently amounts to about 4 years (in favor 
of the United States). 

Considerable improvement in mortality in 
the U.S.S.R. has undoubtedly occurred since 
the pre-World War II period. This same 
trend, however, has been present in many other 
countries throughout the world that had rela- 
tively high mortality in the past. 
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Milk Week 

Milk Week for all Ceylon ended on Independence 
Day, February 4, 1959, with 2,500 school children 
marching in a parade and pageant in Colombo, Ap- 
proximately 70,000 people saw a physical education 
demonstration and floats in Independence Square. 
Similar demonstrations were held in other parts of 
the island. 

During Milk Week schools held poster competi- 
tions and exhibited health and nutrition work. 
Posters, film shows, radio, and newspaper stories 
focused public attention on the value of milk and 
its availability through CARE in the schools. 

The celebration was part of a long-range effort 
to improve nutrition in schools and homes and to 
encourage use of home and school gardens. 


—Puiuip Ritey, public health education adviser, 
U.S. Operations Mission, Ceylon. 


Training Medical Students 


Quinta Normal Health Center will serve as a 
demonstration teaching center for medical students 
and as a demonstration of a comprehensive inte- 
grated health program. Chile’s National Health 
Service has assigned a section of the center’s build- 
ing to the Medical School of the University of Chile 
for carrying out this project of the school’s division 
of preventive medicine and public health. 

The medical school will assume responsibility for 
the health of 2,000 families in one area served by 
the center. Two pediatricians, an internist, and a 
psychiatrist from the school; and two pediatricians, 
an internist, an obstetrician, two nurses, and two so- 
cial workers from the National Health Service will 
staff the project. 

When a birth occurs in a family living in the 
area, the mother and child will be given maternal 
and child health services, and, through them, the 
rest of the family will be reached. As they provide 
hospital, outpatient, and home care, medical students 
will learn about social and economic as well as medi- 
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Students are re- 


cal and public health problems. 
sponsible for specific families during their studies 
in preventive medicine and public health. 


—G. Howarp Gowen, M.D., chief, division of pre- 
ventive medicine and public health, U.S. Opera- 
tions Mission, Chile. 


Courses for Rural Physicians 


Nearly 300 rural physicians have taken postgrad- 
uate courses at the Institute of Rural Occupational 
Medicine and Rural Health in Lublin, Poland. The 
3- or 4-week courses were started in 1952 after in- 
vestigations revealed that rural physicians had in- 
adequate training in 
methods. 

The institute offers a course stressing hygiene and 


sanitary and preventive 


prophylaxis, a general clinical course emphasizing 
traumatology and the more common diseases of the 
rural environment, a course in laboratory and X-ray 
techniques, and a course in internal medicine and 
pediatrics focused on diseases associated with rural 
living and working conditions. 

The institute has planned the curriculum for a 
fifth course, which deals with epidemiology and the 
anthropozoonotic diseases, to be offered to physi- 
cians and veterinarians, and hopes to start courses 
for rural nurses and rural health instructors. 

Some 300 rural physicians as well as many scien- 
tists and specialists in rural health service organiza- 
tions attend the annual nationwide conference of 
Since 
1957 the section of rural medicine of the Polish 


rural practitioners organized by the institute. 


Medical Society has assisted in organizing these 
conferences. 


—Dr. Z. KaweEckI, chief, methods organization sec- 
tion, State Institute of Rural Occupational Medi- 
cine and Rural Health, Lublin, Poland. 


Fluoridation 


Public water supplies are being fluoridated, as a 
dental health measure, in Penang (234,000 popula- 
tion), Federation of Malaya, and in the State of 
Singapore (1,467,000 population). Fluoridation 
has been approved also for the public water supply of 
Hong Kong (2,600,000 population). 


—Dnr. A. Kari, assistant director of medical serv- 
ices (dental), Ministry of Health, Federation of 
Malaya. 
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STATEMENT 


By Leroy E. Burney, Surgeon General, 
Public Health Service, August 28, 1959 


Live Poliomyelitis Vaccine Status 


The present status of attenuated live polio- 
virus vaccines has been reported by the 
Public Health Service’s Committee on Live 
Poliovirus Vaccine, headed by Dr. Roderick 
Murray, chief of the Service’s Division of 
Biologics Standards. 

The committee has reviewed the rapidly ac- 
cumulating data on the development and field 
use of attenuated live poliovirus vaccines and 
has considered the initial problems involved 
in the preparation of provisional specifica- 
tions for their production. It has been given 
responsibility for evaluating all available 
information, for determining what additional 
information is needed, and, where necessary, 
for initiating studies to supply the answers to 
questions that must be resolved before licensing 
can be recommended. 

If energetic efforts are continued to find 
answers to the remaining technical questions 
concerning safety, effectiveness, and manufac- 
turing procedures, one or more of the three 
vaccines now being proposed may be under 
production within 1 to 2 years. Meanwhile, 
in the Salk vaccine there already is at hand 
a potent weapon whose value and effectiveness 
have been proved. I continue to urge all per- 
sons, particularly those under 40 years of age, 
to complete their series of Salk injections so 
that no one will remain unprotected at the time 
of the next poliomyelitis season. 

The status of live poliovirus vaccine as 
reviewed by the committee follows: 

1. Three sets of attenuated poliovirus strains 
have been proposed for use as oral vaccines. 
The Sabin strains (Dr. Albert Sabin, Univer- 
sity of Cincinnati) have all had extensive field 
trials in Eastern Europe, Mexico, and Singa- 
pore. The Lederle strains (Dr. Herald Cox, 
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Lederle Laboratories) have been widely used in 
Latin America. The Koprowski type 1 strain 
(Dr. Hilary Koprowski, Wistar Institutes, 
Philadelphia) has been used in a large trial 
in the Belgian Congo. However, no signifi- 
‘ant amount of field information is available 
concerning Koprowski’s type 2 strain, and only 
limited information is available in relation to 
his type 3 component. 

2. There is considerable difference in the 
neurovirulence or damaging effect on nerve 
cells for monkeys of the three sets of strains as 
determined by intrathalamic and intraspinal 
inoculation. On this basis, the Sabin group 
has an advantage over the others, but none of 
these strains is completely nonvirulent when 
inoculated into monkeys by the intraspinal 
route. 

3. No evidence has been reported to indicate 
that any of these vaccines produced any harm 
to the individuals to whom they were adminis- 
tered. The thoroughness with which the ob- 
servations were made has varied in different 
studies. 

4. In some studies the ability of these strains 
to multiply and thus produce antibodies is less 
than could be expected on theoretical grounds. 
Apparently a number of factors operate in the 
field which may prevent alimentary infection 
and the subsequent development of immunity. 

5. A number of workers have reported that 
virus excreted by vaccinated individuals has 
shown increased neurovirulence for monkeys. 
There is considerable disagreement among in- 
vestigators as to the significance of these 
reversions in virulence. 

6. Field experience with any strain to date 
cannot be interpreted as affording reasonable 
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proof that the community of nonvaccinated 
persons will be free of danger from possible 
reversion of virulence in excreted virus under 
a great variety of readily anticipated circum- 
stances. This is one of the most important 
unresolved problems. 

7. There is evidence which indicates that 
some circumstances the simultaneous 


administration of all three types of virus may 


under 


be effective. 

The committee reported the following major 
problems which remain to be solved before 
definitive decisions can be made regarding 
licensing: 

1. The significance of increased neuroviru- 
lence for monkeys of virus 
vaccinated individuals. 


excreted by 


2. The demonstration of adequate measures 
of effectiveness of live poliovirus vaccines in 
field trials which, to be definitive, must involve 








large population groups. ‘The capacity of the 
virus to spread among contacts means that in 
such a controlled field trial some nonvaccinated 
controls will become infected and thus pre- 
sumably become immune—a complicating fac- 
tor in such a study. 

3. The development of standards to deter- 
mine the possible presence or absence of stray 
agents in the vaccine. More than 40 simian 
agents, including B virus, have been encoun- 
tered in the routine testing of killed poliovirus 
vaccine. These are derived from the monkey 
Little is known of their patho- 
genicity for man except B virus, and even for 


tissues used. 


this the minimum infecting dose is not known. 

4. The establishment of carefully designed 
and evaluated studies to demonstrate the pro- 
duction of specific antibodies in 90 percent or 
more of inoculated susceptibles in order to 
assure the potency of such vaccines. 


First 20 Years of the Crippled Children’s Program 


The number of handicapped children served 
annually by the crippled children’s program of 
the Children’s Bureau increased from 110,000 
in 1937, when the program began, to 313,000 
in 1957. 

Between 1950 and 1957, the number of chil- 
dren who received care and treatment for 
epilepsy alone increased 387 percent.  Ac- 
cording to the Children’s Bureau, changes in 
the attitude of the public toward epilepsy 
coupled with drugs which now can largely con- 
trol epileptic seizures have made it possible 
for more and more children so handicapped to 
become contributing members of society. 
Those treated for eye conditions increased 
234 percent, for diseases of the nervous system 
and sense organs, 162 percent, and for con- 
genital malformations, 80 percent. 

In 1950, only about 2,200 children with 
congenital heart malformations received serv- 


ice in the crippled children’s program. By 
1958 because of rapid developments in diagno- 
sis and treatment of congenital heart disease, 
more than 12,000 such children were helped. 

At the same time, the crippled children’s 
program is helping to establish and expand 
programs for services to child amputees. The 
Bureau has received reports from 30 States 
which show that they have slightly more than 
2,000 children who lack one or more limbs 
or parts of limbs, and who can benefit from 
prosthetic devices and training. 

At the beginning of the crippled children’s 
program, children stayed in the hospital an 
average of 43.6 days. In 1957, they were 
From 1945 
to 1957, the average cost per hospital-day went 


staying an average of 24.4 days, 


up almost 200 percent, from $8.95 in 1945 to 
$26.81 in 1957. 
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N. ursing Home Personne 


The advent of chronic and degenerative diseases as major health 
concerns has ushered in an era in medical care that requires, more than 
ever before, the personal and active cooperation of many persons. 
Often these people have the desire and ability to participate in caring 
for the senior citizen but do not possess the skills required to do so. 

Since the fundamental goal in public health is to make available the 
best health protection and guidance to all, health departments have 
a role in the training of people caring for the chronically ill and aged. 
Throughout the country various State and local health departments 
have assumed this responsibility and are offering training courses 
for nursing home personnel. 

As a contribution to this effort, Public Health Reports has assembled 
three articles dealing with some of the techniques that may be used 
in training personnel to care for the chronically ill and aged in 
nursing homes and homes for the aged. 





The techniques described in these articles are not panaceas. They 
merely represent three approaches to training that are being tried. 
It is sincerely hoped that they will be of assistance to those who are 
interested in training personnel for nursing homes and homes for 


the aged. 
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Nursing Home Courses 


Filling Training Needs 







BRUCE UNDERWOOD, M.D. 


HE LACK of trained personnel is not 
unique to nursing homes. Perhaps the 
shortage appears to be more pressing in this 
than in other health fields because of the great 
increase in the number of nursing homes in 
recent years. 
What are 
shortage ? 


the facts that highlight this 

There were approximately 25,000 nursing 
homes containing 450,000 beds in the United 
States in 1954. Some 7,000 homes were in the 
skilled nursing home category. The average 
age of nursing home residents was 80 years, 
and about half of them were severely incapaci- 
tated in one way or another. 

Of the 66,000 persons the homes employed to 
care for these ill and disabled persons, 39,000 
could be classified as full-time nursing person- 
nel who performed tasks requiring nursing 
skill of one kind or another. About 15,000 
were either full-time registered nurses or li- 
censed practical nurses. About 60 percent. 
were nursing aides who have received little or 
no formal training. Only one-third of the 
homes have either a registered nurse or a li- 
censed practical nurse on their staff. 

These figures show that the present staffing 
of nursing homes with registered nurses and 
licensed practical nurses is inadequate. We 
must also realize that, generally, the nursing 
aides have not been trained as they should be. 

Nor will the need for training become less 





Dr. Underwood is nursing home consultant, Chronic 
Disease Branch, Division of Special Health Services, 
Bureau of State Services, Public Health Service. 
The article is based on a speech given at the annual 
meeting of the Kentucky State Association of Nurs- 
ing Homes in Lexington, April 29, 1959. 
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important. If present projections bear out, we 
can expect our aging population to number 
more than 21 million by 1970, and 5 percent of 
them will require institutional care of one sort 
or another. Not only will the number of older 
people increase but their demands for institu- 
tional type care can be expected to grow, as in- 
surance and other methods of payment for such 
care increase. Also, the trend toward living in 
small homes and apartments will cause more 
elderly citizens to seek institutional care, since 
they are unable to live with relatives, as many 
have in the past. 

The problem is twofold; first, to obtain per- 
sonnel to meet the increasing demands being 
placed on nursing homes for care, and second, 
to train them. At present, there is recognition 
that at least three types of instruction may be 
applicable in training nursing home personnel : 
accredited courses in vocational and other edu- 
‘ational institutions; special workshops, insti- 
tutes, and training sessions at central locations 
outside the nursing home; and training within 
the home. 

Many States have found that the first type 
of instruction is effective in training licensed 
practical nurses, food service managers, and 
other similar personnel. 

An example of the second type is a pilot 
study conducted by the Chronic Disease 
Branch, Public Health Service, and the Okla- 
homa State Department of Health to test the 
effectiveness of the manual entitled “How to be 
a Nursing Aide in a Nursing Home.” This 
handbook was developed by the Division of 
Nursing Resources, Public Health Service, 
published in 1958, and is being distributed by 
the American Nursing Home Association. 
With subject matter for the course drawn 
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from the manual, the rapid training method of 
teaching was used to instruct 51 administrators 
and 133 nursing aides from 71 homes during the 
project period (January 1-December 31, 1958). 
After the study was completed the State con- 
tinued the course, and an additional 186 aides 
and 55 administrators have been trained. In 
1958 Oklahoma had 554 licensed nursing homes 
with a total of 7,738 beds employing an esti- 
mated 1,200 nursing aides but only 14 graduate 
registered nurses and 35 licensed practical 
nurses. The division of public health nursing 
of the Oklahoma State Department of Health 
administered the pilot study, and an appointed 
State advisory committee assisted at the State 
and local levels. 

The Public Health Service has also helped 
nine other States in developing nursing aide 
programs. In two of the States registered 
nurses received instruction in the rapid training 
method of teaching in teacher-training work- 
shops. 

The rehabilitation training program for nurs- 
ing home personnel being conducted in Ilinois 
under joint Federal, voluntary, and State aus- 
pices is an outstanding example of what can 
be done in inservice instruction. Through in- 
tensive training for all personnel in the nursing 
home this project is endeavoring to ascertain 
whether effective rehabilitation services can be 
given to the chronically ill and aged in a nurs- 
ing home setting. (See pp. 989-994.) 

In the Illinois program, a training team com- 
posed of two rehabilitation nurses and one oc- 
cupational therapist goes into the nursing home 
and works with the staff demonstrating and 
teaching the techniques to be employed in car- 
ing for patients. The team works in the home 
for approximately 2 months, giving a 1-hour 
lecture and 7 hours of demonstration daily. 
The Peoria Institute of Physical Medicine and 
Rehabilitation provides medical direction. 

In evaluating this project one should con- 
sider first that it is directed toward a concept 
and not toward a particular group of employ- 
ees. Every person working in the home, 
including the administrator, participates. 

Second, it is primarily a teaching and train- 
ing enterprise, although it does include some 
patient care. It was considered desirable that 
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Red Cross Helps Train Nursing Home Aides 


Authorized instructors in the Red Cross home 
nursing program will] train paid nursing home aides 
employed in nursing homes, according to an agree- 
ment concluded by the Public Health Service with 
the American National Red Cross and the American 
Nursing Home Association. 

This cooperative program will be an additional 
resource for public, private, and nonprofit nursing 
homes throughout the United States in their efforts 
to train nursing aides in order to improve the care 
of their patients. 

Nursing home operators are also permitted to 
take the course since many give nursing care. Be- 
cause they are administratively responsible for pa- 
tient care they need familiarity with nursing 
procedures. 

Course enrollments may range from 10 to 14 
students, the hours for each course from 20 to 30 
hours, and the course content will be adapted to 
the nursing home situation after the instructor 
visits the home. 

For the students, the textbook is “How To Be a 
Nursing Aide in a Nursing Home,” by Dorothy E. 
Reese of the Public Health Service; and for the 
instructor, the guide is “Care of the Sick and the 


Injured,” published by the American Red Cross. 





the personnel be trained in the environment 
where they worked and where the techniques 
that would be most effective in each home could 
be adapted and adjusted to the needs of the 
patients in the specific home. 

The program has achieved excellent. results 
and has been enthusiastically received by the 
participants. Other States are considering 
similar programs. 

Many States have found it desirable to work 
with all the personnel providing care in nurs- 
ing homes rather than just with nursing aides. 
In these States it was felt that only through 
educating the entire staff in certain basic 
concepts could the best results be obtained. 

An important factor in the success of all 
three types of instruction has been the interest 
and enthusiasm of the local physicians, nurses, 
therapists, and others directly and indirectly 
caring for patients. It is they who will carry 


987 








the responsibility for continuing and expand- 
ing programs of improved patient care. 
Without their help most training programs 
probably will fail to achieve their objectives. 

Various professional schools should also be 
encouraged to participate in training programs 
for nursing home staffs. The assistance these 
schools can give is invaluable. 

A portent of the schools’ interest in this field 
was the workshop on chronic disease and nurs- 
ing service conducted by the division of nurs- 
ing education, Teachers College, Columbia 
University, in New York City, June 8-19, 1959. 
Participants were 15 graduate nurses selected 
because of their knowledge and nursing experi- 
ences in chronic disease and aging, educators 
and administrators from the faculties of several 
schools of nursing, and resource consultants. 

The nurses appraised and organized their 
knowledge and experience, and the faculty 
members developed a plan for the integration 
of this knowledge into the curriculum of 
schools of nursing. A report on the workshop 
will be published this year. 

However, the fundamental dilemma is how 
to organize a training program adapted to the 
needs and circumstances of an individual com- 
munity. In my opinion, the first step might 
be the formation of a statewide advisory com- 
mittee. It should not be too large but should 
have representatives from any or all of these 
interested State groups: hospital and nursing 
home associations; health, welfare, licensure, 
and vocational education agencies; medical, 
dental, nursing, and other professional associa- 
tions; and the American Red Cross and other 
voluntary agencies. 

This statewide committee can advise on such 
matters as what program is desirable, how it 
can be implemented, policies and procedures to 
be followed, financing and coordination of the 
training effort, and formation of local advisory 
committees. 

The second step might be to set up local ad- 
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visory committees. Their membership should 
also be limited but representative of all the 
vitally interested official and voluntary agen- 
cles as well as the press and interested lay 
groups. 

We believe it is essential to assign a qualified, 
full-time person to act as coordinator for the 
statewide training program. His responsibil- 
ity is to implement the committee’s recom- 
mendations and to coordinate all aspects of the 
program. Similarly, each local committee 
should designate an individual who can work 
in the community and also coordinate local 
activities with the State program. 

The success or failure of a training program 
often rests with the local advisory committee 
that, with its coordinator, actually carries out 
the training. Therefore, it is important that 
the committee considers these aspects of the 
local training program. 

¢ The need for training and whether it 
should be formal, informal, or on-the-job 
instruction. 

¢ The number, size, and location of the 
homes and the number and type of personnel 
they employ. 

¢ The interest and concern of the homes’ 
administrators, health, welfare, and licensure 
personnel, and medical and nursing professions. 

¢ Securing a sufficient number of teachers 
and consultants. 

¢ Methods of financing and various other 
factors that are essential to such a project. 

It is hoped that some of these suggestions 
will assist the promotion of training programs 
to improve the care of persons in nursing 
homes. Ultimately, improved care for them 
depends on the interest and concern each of 
us has for their well-being. We can establish 
and maintain good training programs for 
nursing aides and we can effectively engage in 
many other activities in behalf of residents of 
nursing homes and homes for the aged only if 
we focus on the needs of the individual patient. 
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Nursing Home Courses 


Instructing Nursing Home Personnel 
in Rehabilitation Techniques 


JOHN A. HACKLEY 


N ILLINOIS, as in most other States, com- 
I plete and intensive rehabilitation services 
are limited to a few urban areas, notably Chi- 
cago and Peoria. Elsewhere in the State public 
and private nursing homes are expanding rap- 
idly to care for chronically ill and disabled 
persons. Some of these persons at other times 
and under other circumstances would have been 
hospital patients. But hospital care for such 
patients is frequently inappropriate, unavail- 
able, or economically prohibitive, or no agencies 
are available to help them obtain hospital care. 

In many sections of Illinois hospital care is 
not available in the patient’s community, and 
the local physician must rely upon the nursing 
home for inpatient care when care at home can- 
not be provided. The shrinking size of private 
dwellings and the dwindling number of family 
members available to provide home care has 
further increased the use of commercial and 
county nursing homes for both private pay 
patients and recipients of public assistance. 

Likewise, there is frequent evidence of the 
need for general hospitals to concern them- 
selves more with measures to prevent the devel- 
opment of conditions which may require nurs- 
ing home care after a hospital stay. 





Mr. Hackley is coordinator of the rehabilitation edu- 
cation service of the Illinois Public Aid Commission, 
Peoria. The project is supported by grants from 
the Office of Vocational Rehabilitation, Department 
of Health, Education, and Welfare, the Forest Park 
Foundation of Peoria, and the Illinois Public Aid 


Commission. 
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The vocational rehabilitation of residents of 
nursing homes presents several significant 
problems. For instance, in the average Illinois 
community there is often little knowledge or 
appreciation of the philosophy and techniques 
of rehabilitation and the vocational potentials 
that may emerge from physical rehabilitation. 
Similarly, there is often little knowledge of 
the interests or services of the Federal Office 
of Vocational Rehabilitation and its counter- 
parts in many of the States. 

The Office of Vocational Rehabilitation, the 
Forest Park Foundation of Peoria, through the 
Peoria Institute of Physical Medicine and Re- 
habilitation, and the Illinois Public Aid Com- 
mission joined forces to conduct a 3-year re- 
search demonstration project, the rehabilitation 
education service. Begun in February 1957, 
the project, the first of its kind in the United 
States, proposed to look for the answers to 
these questions. 

¢ What are the rehabilitation needs among 
patients of a selected group of public and pri- 
vate nursing homes ? 

¢ Can the existing staffs of these homes, 
in cooperation with local physicians and serv- 
ices in the local community, meet these needs if 
they receive adequate training in the philos- 
ophy and techniques of rehabilitation ? 

¢ What kind of training can be developed 
to provide staffs with a knowledge of rehabili- 
tation techniques and to increase their appre- 
ciation of the philosophy of physical and voca- 
tional rehabilitation ? 

¢ What kinds of teaching materials can be 
developed that other agencies and schools can 
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use to increase the competence of nursing home 
staffs to share in vocational and physical re- 
habilitation ? 


Framework of the Project 

The Peoria Institute of Physical Medicine 
and Rehabilitation provides medical super- 
vision for the project. A grant from the 
Forest Park Foundation enables the director 
of research and education of the institute to 
devote 1 day a week to such activities as visits 
to cooperating nursing homes, meetings with 
their staffs, direct medical supervision of the 
project staff, and, upon request, giving more 
detailed interpretation to the patients’ attend- 
ing physicians. 

The project staff consists of four rehabilita- 
tion nursing consultants, two occupational 
therapy consultants, and a supervisor. ‘Two 
consultants and an_ occupational 
therapy consultant, with one of the nurses as 


nursing 


supervisor, form a training team. 

Because the rehabilitation education service 
is a staff training program rather than a di- 
rect service to patients, the project’s particular 
combination of professional staff does not in- 
clude a physical therapist or a vocational coun- 
selor. The teaching of physical therapy is con- 
fined to aspects which the various professions 
involved have agreed can be legitimately car- 
ried out by nurses properly trained and super- 
vised in rehabilitation. Therefore, the teach- 
ing embraces such care as passive range of mo- 
tion exercises and gait training which the 
nursing home personnel can carry out within 
the framework of a nursing home program. 
However, if intensive physical or other therapy 
for some patients seems indicated, homes are 
encouraged to employ a physical therapist 
part time, or, at the request of the attending 
physician, to obtain the services of a physical 
therapist who can treat a patient. 

Experience seems to indicate the need for a 
medical social worker on the project staff in 
the near future. Most nursing homes are not 
prepared to provide professional 
services for patients or families, but certain 
techniques for interviewing and other intake 
procedures are not only useful but needed in 
many homes. Certainly, basic casework con- 


-asework 


cepts are invaluable to nursing home personnel, 
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particularly in patient approach and motiva- 
tion. However, it is our opinion that a patient 
who needs the integrated services of al] the dis- 
ciplines associated with rehabilitation should 
be in a rehabilitation center. 

During the first 4 months of the project the 
staff, under the supervision of the institute, 
designed the materials and procedures to be 
used in the nursing homes, Fieldwork began 
June 15, 1957, and we are now conducting the 
program in the 36th and 387th cooperating 
homes. The homes have ranged in size from 
15 to 243 beds. 

The applicant nursing home must meet cer- 
tain criteria. The administrator or governing 
body of the home must voluntarily request par- 
ticipation. The home must be currently li- 
censed by the Illinois Department of Public 
Health. A full-time registered nurse or li- 
censed practical nurse must supervise nursing. 
The home must accept public assistance pa- 
tients and currently have such patients. 

Approximately 20 percent of the eligible 
nursing homes in Illinois have applied for the 
service. The applications on hand are some- 
what fewer than the initial number, but the 
present backlog necessitates a waiting period 
of approximately 6 months. 

After receiving an application from a nurs- 
ing home, the coordinator of the project visits 
the home to meet the administrator and staff 
and to explain in detail the content and pro- 
cedures of the rehabilitation education service. 
The project staff then discusses the application 
and informally consults the regulatory agency 
administrative atti- 
tudes, atmosphere, and history of patient care. 


to ascertain the home’s 
If acceptance of the application seems indi- 
cated, the training team visits the home to work 
out the details of introducing the service. 


Conducting Training 

In conducting the training, a project team 
spends 4 days a week for 4 to 7 weeks at the 
cooperating home. Mondays of each week are 
reserved for monthly followup visits to homes 
that have already received the service. Dur- 
ing the training period, daily 1-hour lectures 
are held for all persons on the staff who are in 
contact with patients. If necessary, the lec- 
ture is repeated so that the entire staff can at- 
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tend. These lectures cover the following 

subjects: 

Philosophy of rehabilitation and rehabilitation 
nursing. 

Occupational therapy. 

Patient approach and motivation. 

Body alignment, bed positioning, deformities, and 
contractures. 

Body motion and exercise. 

Activities of daily living and training, including 
devices. 

Bladder and bowel control and training. 

Ambulation activities. 

Passive range of motion, group exercises. 

Personal hygiene, speech and hearing rehabilitation. 

Recreational, functional, and group activities. 

Prevocational services. 

Physical environment. 

Social services. 

Community and volunteer programing and services. 

General nutrition. 

Role of the family in a patient’s rehabilitation. 

Resource material for the nursing home staff. 

Team members spend most of each day in 
demonstration, return demonstration, and bed- 
side work with individual members of the nurs- 
ing home staff. We have found that nursing 
home personnel tend to be uncomfortable when 
dealing only with concepts, and that it is most 
effective to teach specific, concrete techniques 
and to let philosophical concepts of rehabilita- 
tion emerge as lecture material is put into 
practice. 

The length of the team’s stay depends largely 
upon the size of the nursing home and the num- 
ber of persons to be trained. In practice, the 
training period has averaged approximately 6 
weeks; the range has been from 4 to 8 weeks. 

One nursing home staff member, assigned by 
the administrator, is trained by the occupatienal 
therapy consultant to be the activities director 
of the home. The activities director has pri- 
mary responsibility for planning and con- 
ducting recreational and diversional programs, 
recruiting, training, and supervising volun- 
teers, and for promoting community-related 
activities. The activities he heads embrace all 
aspects of occupational therapy except prevoca- 
tional testing and functional work. 
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The project team presents a list of equipment 
for rehabilitation nursing and occupational 
therapy which the nursing home is supposed to 
provide. Patterns are included for items on 
the list which the home can make. The reha- 
bilitation nursing equipment is limited to such 
aids as footboards, sandbags, and pulleys. 
Their total cost is approximately $7. The 
tools, equipment, and supplies requested for 
starting an occupational therapy program that 
includes 20 basic crafts and innumerable recrea- 
tional program materials cost approximately 
$32. 

Adaptations for toilets and tubs, parallel 
bars, and similar equipment are not on the list 
of requested items. We prefer to demonstrate 
various substitutions or less expensive improvi- 
sations which will help the home realize the 
value or need for such equipment. If the home 
believes that various pieces of equipment will be 
useful, we then provide patterns so they can be 
constructed as inexpensively as possible. 

When the rehabilitation program has been 
operating for 1 year, the project team which 
conducted the initial training and made the 
monthly followup visits returns to the home for 
a 2-day exhaustive evaluation. Several weeks 
in advance, the administrator and staff are noti- 
fied of the evaluation and of certain considera- 
tions to be discussed at staff meetings and 
during the evaluation. 

Afterwards, the team discusses with the ad- 
ministrator the program’s strengths and weak- 
nesses. The team then remains in the home 
several days to give short-term intensive train- 
ing to correct the weaknesses found during the 
evaluation. 

Experience seems to confirm that providing 
training within the facility is most practical. 
The administrator and staff receive the same 
lectures and participate in the same discussions, 
thus improving communication between them. 
Clinical experience within their own institu- 
tions permits the staff to adapt training to the 
patients they routinely serve and to recognize 
and deal with problems and approaches in 
patient motivation. 

Inasmuch as rehabilitation services call for a 
marked change in the nurse’s attitude toward 
patient care and an appreciation of the impor- 
tance of activities in the total treatment of the 
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patient, during full-time association with the 
staff the teaching team can demonstrate how 
the philosophy of rehabilitation must permeate 
every nursing activity extended to the patient. 

Also, this approach creates an excellent op- 
portunity to interpret further to physicians the 
nature and scope of the nursing home’s services. 
Most. patients in the cooperating homes have 
their own physicians, and we require the physi- 
cian’s prescription before a patient may partici- 
pate in any phase of a rehabilitation program. 
Finally, in this setting the teaching staff can 
identify problems of patient care in the specific 
home and assist the administrator in working 
out a plan of care suitable for the individual 
patient in terms of staff capabilities. 


Results 

We are frequently asked our goals for a nurs- 
ing home patient. Since this is not a treat- 
ment program but a training program for 
nursing home staff, goals are for the staff rather 
than the patient. No one can delineate abso- 
lute goals for an individual patient; his poten- 
tial and response to treatment, frequently un- 
predictable, govern his rehabilitation. 

In general, the patients’ responses to treat- 
ment. have fallen into three general categories. 
Approximately 5 percent of the initial patients 
indicated adequate potential to warrant a re- 
ferral to the Illinois Division of Vocational 
Rehabilitation. However, this percentage is 
diminishing. Response to rehabilitation meas- 
ures has resulted in the discharge or the 
pending discharge from the nursing home of 
approximately 25 percent of the patients. Re- 
habilitation measures have brought increased 
self-care and independence within the nursing 
home to about 60 percent of the patients. The 
attending physicians of the remaining 10 per- 
cent did not prescribe participation in rehabili- 
tation activities. Most of these patients had 
severe cardiac disorders or terminal illnesses. 

Nursing homes which have had this training 
are being used for maintenance rehabilitation 
or the completion of rehabilitation of some 
patients, permitting their early transfer from 
the Institute of Physical Medicine and Rehabil- 
itation. The improvement of some patients 
would allow their return to the community, but 
they are unable to because they lack financial 
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resources, the family is unable to fulfill its role 
in the situation, or community resources are 
inadequate. 

In assessing the training, we find that every 
moment spent in a home is a demonstration of 
our conviction of the need and efficacy of reha- 
bilitation. Indirectly, we see a new motiva- 
tion for the staff stemming from the improved 
morale and health of the patients and a new 
reason for both patients and staff to do more 
than was formerly considered not only enough, 
but actually was thought to be good care. 

Similarly, there emerges that almost. inevi- 
table change in attitude that goes hand in hand 
with the consciousness of improved technical 
skills, especially if the result is happier, health- 
ier patients. This attitude is evident in com- 
ments from cooperating homes. None has ex- 
pressed disappointment with the conduct of the 
training or the continuing program. However, 
on innumerable occasions staff members have 
said that it is a slow process for them to incor- 
porate the philosophy of rehabilitation in all 
aspects of administration, planning, and care. 

Frequently, staff members are discouraged 
because only a small number of the present pa- 
tients can benefit dramatically from rehabilita- 
tion services. We endeavor to point out that if 
work is begun with a patient 5 to 10 years after 
the initial insult, there is rarely an opportunity 
to see as graphic a demonstrat?on of the benefits 
of rehabilitation as with newly admitted pa- 
tients. On monthly followup visits the teams 
have found that nursing home personnel are 
most eager to demonstrate their work with 
newly admitted patients and the gains they have 
seen these patients make. 


Evaluations 


Administrators and staff of the first 10 homes 
in which the annual evaluations, described pre- 
viously, were held indicated what they had 
gained from the project. Nursing staff mem- 
bers said they now know more about caring for 
patients, especially the patient with hemiplegia, 
a fracture, or arthritis. They felt that their 
training has also improved the quality of the 
basic nursing care they give to patients. 

Administrators and staff members indicated 


that they are much more aware of patients’ 
needs for social activities and motivation, and 
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that they appreciate more the role of occupa- 
tional therapy in nursing care. They believed 
that their patients have gradually accepted the 
rehabilitation philosophy and have willingly ac- 
cepted responsibility for increased self-care. 

The nursing home personnel appraised as the 
program’s two greatest benefits their own 
change in attitude toward goals for their pa- 
tients and their acceptance and understanding 
of the basic principles of rehabilitation. They 
concluded that programs such as the one estab- 
lished by the project were feasible for a nursing 
home of any size, but felt that the program’s 
intensity and scope depend upon individual at- 
titudes of the administrator and the nursing 
personnel. 

The administrators of 18 cooperating homes 
assisted in an exhaustive evaluation of the train- 
ing content and methods of operation of the 
rehabilitation education service. For this 
evaluation, the project staff interviewed orally 
the administrator, the nursing staff, and select- 
ed patients of the 18 homes. They were asked 
35 questions covering all aspects of the rehabili- 
tation program. 

Some generalizations regarding such train- 
ing programs were drawn from their answers. 

¢ It is essential that the program be request- 
ed voluntarily and desired by the home if the 
training is to be effective and the program con- 
tinued. 

¢ The staff must have stable employment, 
be highly motivated, and be experienced in 
nursing service if maximum benefit is to be de- 
rived, 

e A training program can provide the staff 
with nothing more than specific tools and tech- 
niques to be used in medically prescribed re- 
habilitative care of patients. 

¢ Most problems for staff members were 
associated with nursing aspects of the program 
rather than occupational therapy or activities, 
possibly because in nursing, outmoded tech- 
niques and procedures which have become 
habitual must be unlearned, but occupational 
therapy is new to them and is not resisted be- 
cause of tradition or long-established practice. 

¢ Rehabilitation services can be built best 
upon the soundest basic nursing possible. An 
institution with good administrative proce- 
dures and personnel policies and acceptable in- 
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take policies and procedures is the most promis- 
ing setting for such a program. 

¢ The cooperating homes considered the cost 
of such training and the maintenance of the 
program reasonable. The greatest expense 
was the staff time devoted to training sessions 
during the initial phase of the program. Gen- 
erally, the cost for equipment and basic pre- 
liminary supplies has averaged about $40 per 
home. The homes have found various ways 
of absorbing the cost of materials for continu- 
ing occupational therapy. Most frequently, 
they use income from salable items to pur- 
chase additional supplies, or philanthropic 
groups and service clubs in the community sup- 
plement the crafts budget with donations. 


Problems 

Those concerned with the services of nursing 
facilities and the rehabilitative care of older 
patients should remember that a program such 
as the rehabilitation education service can never 
solve all problems. There is no question in the 
minds of the project staff but that the scope, 
quality, and philosophy of service have been 
markedly changed in each nursing facility in 
which the program has been conducted. But 
staff education cannot be expected to meet such 
problems as placement of patients in inappro- 
priate facilities, conflict between high stand- 
ards of service and low rates of payment, lack 
of counsel and casework services for patients 
and their families, and lack of appropriate 
facilities for discharged patients. 

However, such projects as this are in a rela- 
tively ideal position to observe the frequency 
of such problems and indicate possible useful 
tools in exploring and developing solutions. 
Also, the project serves as an excellent unit for 
the finding of patients in need of certain facili- 
ties and services. The project staff constantly 
encourages nursing homes to see themselves as 
-asefinding units with regard to patients, their 
families, and overall community needs. 

Although stability of staff in the cooperating 
homes is extremely difficult to measure ade- 
quately, our observations indicate a trend to- 
ward reduced turnover in some facilities after 
such a training program has started. In 
others, continued turnover tangibly affects the 
efficiency of the rehabilitation services that 
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have been started. Eventually, a plan may be 
devised to give new staff members the same 
intensive training the rest of the personnel have 
already recetved. 

The loss of a home’s activities director would 
critically impair this phase of the rehabilita- 
tion work. During the remaining demonstra- 
tions, we plan to try to prevent or solve this 
possible interruption in a home’s program. 

In spite of the growing prominence of nurs- 
ing homes in the total medical care spectrum 
of the community, far too few administrators 
or medical personnel appreciate adequately the 
appropriate role of nursing home care in reha- 
bilitation. In the nursing home lectures, com- 
munity interpretations, asseciations with re- 
lated services, and discussions with patients’ 
families, we stress the totality of services needed 
for realistic rehabilitation planning—social, 
economic, vocational, psychological, and pliysi- 
‘al. No other area of concern for people 
involves such a multiplicity of patient needs. 

Because of 
proprietary 
reluctant to consult with community agencies 


their profit-making nature, 
nursing homes frequently are 


or to request direct services from them for 
patients. 
staff assists these homes in contacting pertinent 
agencies such as the Illinois State Division of 
Vocational Rehabilitation and public and pri- 
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vate agencies and establishing close working 
relationships. 

This reluctance may periiaps be explained by 
the similar feeling of some agencies and pro- 
grams to serve nursing homes which are oper- 
ated for a profit. In some areas, the nursing 
home, as a medical care facility of the commu- 
nity, still does not enjoy broad understanding 
of its role in the care of the chronically ill, nor 
is it afforded its rightful position of respect by 
professional and lay people. 


Conclusions 


Dr. Theodore G. Klumpp, in his paper en- 
titled “Promotion of Health Maintenance and 









Restorative Services,” stated, “The achievement 
of absolute and unquestioned scientific proof of 
the many basic facts concerning the aging proc- 
ess will take time, perhaps years and genera- 
tions in the life of man. Are we to sit by and 
do nothing until the pieces of information are 
collated and nailed down as solid facts or are 
we justified in taking the best we have at the 
time as working hypotheses and apply them to 
useful ends? I think we are.” 

We feel the rehabilitation education service 
has proved to be needed and effective in the 
broad area of care for the chronically ill, dis- 
abled, and aged ; but beyond this we believe that 
it demonstrates three important facts. 

1. Public assistance agencies can be concerned 
with more than buying the best service at the 
They can legitimately be con- 
cerned with improving existing services, offer- 
ing new ones, and stimulating the deve:ropment 
of those services which their clients need. 

2. Whether this kind of service on the State 
or local level is offered by public health, public 
assistance, or vocational rehabilitation agencies, 
no one agency really offers the service. Only 
the combined, coordinated efforts of all make 
any such service in rehabilitation effective and 
worthwhile. 


lowest. price. 


» 


3. In a general way, such projects as this 
can do much to bring better understanding to 
the possible conflict between improved stand- 
ards of care and reasonably low rates of care, 
particularly for the medically indigent. 

With only 214 years of experience in the proj- 
ect we are far from the answers to many ques- 
tions. We may not even know some of the 
questions. But there is ample accumulating 
evidence that such a program can be effective 
and helpful to people. 

We know that it calls for each agency con- 
cerned to inventory frankly its present services 
and its philosophy of program goals. Active 
participation in such programs enhances not 
only our skills but also our appreciation of how 
ach agency is professionally and morally in- 
volved in comprehensive rehabilitation. 
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Nursing Home Courses 


Training Nursing Home Administrators 


HERBERT R. DOMKE, M.D., Dr.P.H., and JOHN C. MURPHY, M.D. 


HE TRAINING of nursing home admin- 

istrators and staff is recognized as an es- 
sential component of programs for improving 
the care of patients in such institutions. <A|- 
though inspection and regulation have proved 
of great value, a considerable area of nursing 
home operation remains outside the scope of 
legislation. Various nursing home associations 
and Federal, State, and local agencies have de- 
veloped training courses and materials (7), and 
the National Conference on Nursing Homes has 
recommended development of training pro- 
grams (2). In Missouri, the St. Louis County 
Health Department has conducted a training 
program for administrators of these homes. 

A description of the training project has 
been published (3). We present here a brief 
review of some pertinent general aspects with a 
summary of the program’s development. 

In reviewing the St. Louis program, we do 
not attempt to evaluate degree of success in 
achieving the ultimate product, that is, the im- 
provement of services to residents. It would 
be difficult to separate the effects of a formal 
training program from those of other activities, 
such as official inspection, which also influence 
patient care in nursing homes. Also, there were 
major legislative and regulatory changes during 
the course of the program. 

There are 57 nursing homes in St. Louis 
County providing 2,500 beds. One of the 





Dr. Domke, who is now health director of the Alle- 
gheny County Department of Health, Pittsburgh, 
Pa., served as commissioner of health of St. Louis 
County, Mo., when this paper was written. Dr. 
Murphy is assistant commissioner of the St. Louis 
County Health Department. 
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homes, operated by a church, is not included in 
the analysis. In comparison with nursing 
homes throughout the Nation, those in St. Louis 
County are reasonably typical. Data on the age 
distribution of residents, and their medical and 
nursing service needs, as well as financial sup- 
port, show that the county is in the median 
range for the United States. 

When the department developed an intensi- 
fied inspection program in 1954, it quickly be- 
‘ame clear that the nursing home administra- 
tor’s education or experience usually did not 
include medical or other professional training. 
It was also clear that other information on 
operation of a physical plant and administra- 
tive techniques, such as cost accounting, might 
be discussed profitably in an educational pro- 
gram. Certainly, the administrator needs 
many skills which he has little opportunity to 
develop except by unguided experience. It 
seemed desirable therefore to develop a series of 
educational meetings with the primary purpose 
of instructing nursing home administrators. 


Educational Meetings 


To help plan the educational meetings, a 
policy committee was formed with representa- 
tion from two independent nursing home as- 
sociations and from homes not participating in 
either association. Also on the committee were 
medical, nursing, and sanitation personnel of 
the health department. Topics for the pro- 
grams were selected by the committee, which 
recommended that 2-hour sessions be held in 
the afternoon once a month. Seventeen meet- 
ings were held, the first in June 1956, and the 
last in January 1958. 
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The educational material at the meetings was 
presented by members of the health department 
or other qualified persons, such as the county 
fire marshal and the director of welfare. The 
lecture presentation was followed by a period of 
discussion from the floor. 

Attendance at the meetings was voluntary 
but was encouraged by the health department, 
and by the nursing home members of the policy 
committee through telephone calls and an- 
nouncements at nursing home association meet- 
ings. The audience was somewhat reserved ini- 
tially, but as the meetings progressed there was 
more open discussion. In the beginning there 
was very little interaction between the admin- 
istrators, but, after a few meetings, a friendly 
relaxed attitude developed. Frequently, in- 
formal discussions continued after the 2-hour 
program was completed. 

Table 1 presents a summary review of the 
topics discussed at the meetings and the number 
of administrators attending. Of the total num- 
ber of 73 administrators representing 56 homes, 
all but 12 attended at least one session. 
the three sessions with more than 50 percent of 
administrators attending followed immediately 
after the disastrous nursing home fire in War- 
renton, Mo., in February 1957. 

Some tendency for attendance to drop can be 
seen, and, for this and other reasons, it seemed 
desirable to undertake a critical review of the 
program. All administrators, without refer- 
ence to their attendance at the sessions, were in- 


Two of 


Definitions 


The following definitions of the categories of 
domiciliary, practical nurse, and professional nurse 
homes have been established by Missouri State legis- 
lation. These categories correspond generally with 
those of residential, personal care, and nursing care 
as defined for use in the 1958 National Conference 
on Nursing Homes and Homes for the Aged. Dom- 
iciliary homes are essentially for care of residents 
with little or no infirmity. The practical nurse 
category may accept residents requiring consider- 
able medical and nursing supervision. The pro- 
fessional nurse category may accept residents re- 
quiring considerable medical and nursing supervi- 
sion. 

The “administrator” in this discussion is a per- 
son with principal administrative responsibility in 
the institution, usually as owner or co-owner but in 
some instances as a full-time, salaried executive. 
For nonproprietary institutions, which tend to have 
a more complex structure of administration, the 
definition of administrator is less clearcut. 


terviewed with a questionnaire approved by the 
training committee to obtain their opinions re- 
garding the training program. 

A major purpose of the questionnaire was to 
review the educational background and experi- 
ence of the administrators to determine if any 
relation existed between education and accept- 




















Table |. Attendance of the nursing home administrators and topics of the meetings of the St. Louis 
County Nursing Home Institute 
a | | ] | i 
| | Number | Percent ! | Number | Percent 
Date of | General topic | adminis- inat- || Date of General topic adminis- | in at- 
meeting | trators in tendance meeting trators in | tendance 
| attendance | attendance 
I] 
mm | | eee ee se 
6/56_......| Introduction._....-- 28 | 37. 8 || | re 31 41.9 
fee ee | 36 | 48. 6 || 6/57___--- Medical care and 22 29. 7 
a a ee ae oe | 43. 2 || bookkeeping. 
9/56__.____| Sanitation and nutri- 28 37. 8 || 9/57__---- SE ea 38 | 51. 4 
tion. | | 20/94 22>. Personnel manage- 26 | 35. 1 
10/56__. _- Sanitation and nutri- 30 | 40. 5 || ment and nursing. | 
| tion. St): - ae | Bookkeeping and le- | 26 | 35. 1 
1 oe | Sanitation and fire | 22 29. 7 |i | gal matters. 
| safety. || 12/57__.--| Rehabilitation and 28 | 37.8 
12/56__...| Nutrition..........- 29 39. 2 | social service. | 
1/57_.____| Proposed legislation - 28 37.8 || 1/58__.--_- | Public assistance and | 21 | 28. 4 
aaa Legislation ___ -_-_-_- 41 55. 4 recreation. 
ae Fire safety _________- 40| 54.1 | | 
II 
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Table 2. Selected characteristics of nursing homes as related-to representation at the educational 














meetings 
| Number Average Percent of Percent 

Nursing home classification of homes Total beds number meetings at | represented 

represented of beds which in at least 

represented | one meeting 
iis oie cnan se rundedeaetes 47 1, 672 35. 6 51. 8 | 91 
Domiciliary -- - _ _- Sechcanne sallaice cliche trcek laa arian 4 53 13. 3 61.8 | 100 
Practical... .—... ere a eS eRe 33 1, 063 | 32. 2 51. 5 93 
PrrereeOnOl eo. ee ee 10 556 | 5.6: | 48.8 80 
a Ein, 4 te meio ie sine 9 | 742 | 82. 4 | 17. 2 | 75 
SRT TT Te Pe 234 117.0 | 8.8 50 
ne ac) ae anes eer aes 256 85. 3 35. 5 100 
I ses nia nlouin ete ctesae woos 252 63. 0 7.4 75 





ance of formal training activities. In addition, 
special emphasis was given to investigation of 
the relationship between the type of home and 
acceptance of lecture-and-discussion-type train- 
ing. Interviews were conducted by experienced 
interviewers, and data obtained were verified 
when possible by official health department 
records. 

Table 2 provides information regarding se- 
lected characteristics of nursing homes together 
with information regarding attendance at the 
series of meetings and demonstrates the marked 
relationship of attendance to ownership and to 
size of home. Attendance data were also ap- 
praised by age and sex of the administrator but 
no major relationships were seen. 

Administrators who attended least often were 
those from the largest institutions and from the 
institutions of charitable or church sponsorship. 
All but two administrators of the nonproprie- 
tary institutions attended at least one meeting 


Table 3. Education and previous experience of nursing home administrators 


but thereafter came to only 2.9 meetings, where- 
as administrators of proprietary institutions, 
on the average, attended 7.5 meetings. 

Table 3 provides a review of the education 
and previous work experience of administrators 
using the same nursing home categories as table 
2. As expected, administrators of the larger 
and the nonproprietary institutions tended to 
have more educational background and were 
more likely to have had training in one of the 
professions related to medicine. ‘These data 
show that the St. Louis County program, on the 
average, was best received by the administrator 
with tle least education and whose previous 
work experience was not likely to have been in 
one of the professions related to medicine. 

The educational data are pertinent also in 
considering programs to raise nursing home 
standards. Only approximately half of the 
nursing home operators have completed high 
school. Professional personnel in public health 





Y | 
Number 


| Number with work experience in— 


Edueation 
Percent 


Type of operation of adminis-| with | 
| trators | Medical | Nursing Nonrelated| medical | Mean years Range in 
‘andhealth| homes | fields | experience of school years 
| fields completed 

eo ae 64 13 21 | 30 | 20. 3 12.4 8-21 
eemneery.........-. 4 0 1 3 | 0 10. 5 8-13 
Practical___- - - ape 41 6 17 18 | 14. 6 11.9 8-21 
Professional ane 19 7 3 9 36. 8 13. 7 10-18 
Nonproprietary - : 9 4 0 5 | 44.4 15. 4 12-21 
Domiciliary - : 2 0 0 2 0 14. 0 12-16 
Practical ___- - : 3 2 0 1 67. 0 14.0 12-16 
Professional ; oa 4 2 0 2 | 50. 0 18. 3 | 15-21 
Total ws 73 17 21 35 | 23. 3 12. 8 | 8-21 
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responsible for the development of training 
programs may well consider that a high school 
education is hardly adequate educational back- 
ground for operation of nursing homes. It 
must be recognized, however, that as a group, 
nursing home administrators are much better 
educated than the general population. In 1950 
the median number of school years completed 
by persons 25 years and older in Missouri was 
8.0. For St. Louis County for the same age 
group, the median school years completed was 
10.3, and it is noteworthy that St. Louis County 
was among the 5 highest of the 114 counties in 
the State. The educational background data 
reported here are consistent with that reported 
by Lewis (7) who gives 10.7 as the median num- 
ber of school years completed for the nursing 
home personnel attending the Saginaw County 
program. 

Certainly these data regarding educational 
background clearly confirm the need for devel- 
opment of training programs to improve the 
knowledge and skills of these groups of admin- 
istrators. It is further worthy of emphasis 
that a perfect attendance record at the St. Louis 
County program would have provided 34 hours 
of education in 18 months. But even a perfect 
record could only be expected to provide a very 
small part of the educational training which 
would be appropriate. 

Table 4 reviews the administrators’ evalua- 
tion of the program. Information regarding 
the program was obtained from all adminis- 
trators without regard to their attendance rec- 
ord. Asexpected, administrators attending few 
sessions believed there was less benefit than 
those who attended many. 


In so reporting, it may well be that the ad- 
ministrator is reporting accurately. The data 
presented indicate clearly that the largest in- 
stitutions operated by the best trained personnel 
participated least, and this may well be the re- 
sult of the lack of appropriateness of the train- 
ing sessions for this group of administrators. 
It is probable that the committee planning the 
program was more representative of the typical 
proprietary institution and their recommenda- 
tions may have led to a program best suited to 
this group of nursing homes. 

Evidence that those who attended least often 
were not antagonistic to training activities is 
shown by the fact that more than two-thirds 
believed such courses were desirable and were 
willing to allow employees time off with pay to 
attend them. The large majority were in favor 
of developing training activities for specific 
personnel such as practical nurses and cooks. 
There is then little doubt that administrators 
are favorably disposed to training. 

Information was also sought as to the admin- 
istrators’ opinion on sponsorship of training. 
All but 8 of the 56 homes recommended health 
department sponsorship or health department 
co-sponsorship with the State health depart- 
ment or nursing home association. 


Discussion 

The major interest of the material presented 
is, we believe, in the demonstration of the need 
for the differentiation of program to meet the 
differing backgrounds and needs of trainees. 
When the program was first planned it was 
expected that the acceptance of training would 


Table 4. Administrators’ evaluation and recommendations regarding training 


Benefited from meetings 


Training course 


for specific | Will allow employees time off 





Number of sessions | Number personnel 
attended | of admin- ; ener cee ss : 
| istrators | | | 
Yes | Noorno | Percent Yes | Noorno| Yes | Noorno | Percent 

| comment | benefited comment, | | comment | favorable 
+ Een te eee 22 | 12 10 | 54.5) 16 | 6| 18 4 | 81.8 
5-11 Bg 19; 16 3 | 84. 2 12 7 15 | 4 | 78.9 
12-17_- mere 15 | 11 4 | 73. 3 14 | 1 | 13 | 2 | 86. 7 
ee 56 | 39 | 17 69.6 | 42 | 14/46 | 10 | 82. 1 

| | | } 
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depend most on personality characteristics of 
the individual administrator, and that if edu- 
cational background influenced attendance at 
all, the highest attendance would be found in the 
group with the most education. It was further 
expected that programs could be developed to 
promote a free interchange of experience and 
opinion of the type seen in professional round- 
table discussions so that all administrators 
would share their knowledge and skills. In 
retrospect, however, it is obvious that it would 
be an unusual program which would be profit- 
able for the administrator of a 10-bed domi- 
ciliary home and would be appropriate as well 
for the administrator of a 150-bed facility sim- 
ilar in most respects to a hospital. The di- 
lemma also lies in preparing a course appropri- 
ate for persons with less than high school 
education and for those with formal profes- 
sional training beyond college. 

Furthermore, consideration must be given not 
only to education and professional training of 
the trainee but also to the selection of the most 
appropriate setting, class size, and educational 
technique. The type of program reported here 
is desirable in providing factual information to 
large groups regarding such matters as inter- 
pretation of fire regulations and basic nutrition 
topics for which a straightforward factual ac- 
count of the usual lecture form are possible. In 
this context it should also be recognized that 
the members of the official inspection team also 
do or should conduct an educational program. 
The type of training activity reported by Hack- 
ley is an example of still another educational 
technique. It is one which may be particularly 
well suited to development of rehabilitation 
services. (See pp. 989-994.) 

From many points of view the series of 17 
meetings may be considered a success. Cer- 
tainly, response for a series of voluntary meet- 
ings of 40 percent of the total potential audi- 
ence is exceptionally high. A fortunate aspect 
of the program was its location within a single 
county. However, the report of the Saginaw 
County program indicates that administrators 
are willing to come from considerable distances 
and at considerable inconvenience for educa- 
tional activities developed to improve nursing 
home facilities and services. 

From another point of view the program was 
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successful in that attendance was highest among 
those with least education and least profes- 
sional experience. It would appear then that 
the group in greatest need was most affected. 
This nursing home training program is in con- 
trast to other public education activities in 
which it is more usual for response to be best 
among the better educated in the community. 
The sessions also contributed directly to a 
better recognition by administrators of prob- 
lems common to all nursing homes and thus 
contributed to an increased awareness of their 
professional responsibilities. This, we believe, 
is especially important for those in proprietary 
nursing homes, some of whom still have a tend- 
ency to conceive of the home primarily as a 
commercial venture. Whatever the commercial 
aspects of nursing home operation, recognition 
by the administrators that nursing homes pro- 
vide residents and the community an essential 
service meriting the highest professional stand- 
ards may well be a prerequisite for development 
of the most desirable standards of patient care. 


Summary 

The health department of St. Louis County, 
Mo., conducted a training program for person- 
nel of nursing homes as a means of improving 
patient care in these institutions. Fifty-six 
nursing homes participated in a series of 17 
educational meetings, which were planned by a 
policy committee made up of nursing home 
representatives, and held once a month during 
the period, June 1956 through January 1958. 
The response in attendance was 40 percent of 
the total potential audience. 

Questionnaires submitted to participants re- 
vealed that only about half of the adminis- 
trators had completed high school. Their level 
of education, however, was above that of the 
general population in the State and the county. 
The program was best received by those with 
the least education who were not likely to have 
had experience in professions related to 
medicine. 

Analysis of the project indicated that to 
achieve the best participation and support the 
program planners should take into account the 
education and experience of the trainees as well 
as their needs. The types of institution repre- 
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sented and the kind of patients they serve 
should 
program. 


also be considered in planning the 
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Reports on Radioactivity Levels 


During the first half of 1959, the levels of 
strontium-90 in the Nation’s major water 
courses, sampled weekly at 51 stations, were 
substantially below the levels set by the Na- 
tional Committee on Radiation Protection and 
Measurements as permissible for lifetime ex- 
posure of the general population. 

The data are part of the information 
gathered on stream pollution by the national 
water quality network operated by the Public 
Health Service. 


major rivers. 


This network includes 17 
Eventually, the study may pro- 
vide precise measurements of the major forms 
of water pollution, including plankton, and the 
general chemical. physical, and bacteriological 
characteristics of the main rivers and streams. 

The present network, operated in coopera- 
tion with State and local governments, univer- 
sities, and industry, is expected to expand to 
75 stations in the coming year and eventually 
to 250. 

Reports on the levels of radioactivity in 
milk collected during July 1959 from 11 samp- 
ling stations across the country show that both 


the monthly levels and longer-term averages 
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for all radionuclides analyzed in samples from 
all stations remained below the levels which 
the national committee considers permissible 
for lifetime exposure of the general 
population. 

The levels of radioactivity continued to 
fluctuate. The strontium-90 count decreased 
in July at all but 2 of the 11 stations. The 
Fargo, N.D.-Moorehead. Minn.. area station 
showed a strontium-90 content of 22.1 micro- 
microcuries per liter, as compared with 20.6 
micromicrocuries per liter in June. In the St. 
Louis area the strontium count was 17.6 micro- 
microcuries as compared with 11.2 micro- 
microcuries per liter in June and 34.6 micro- 
microcuries in May. 

Milk was selected for study for specific 
nuclides in food because it is the most practi- 
cal sample and is produced throughout the 
year in ail sections of the country. 

Both the network for measuring water qual- 
ity and that for milk sampling are part of the 
Service’s broad program for the measurement 


of radioactivity in air, water, and food. 
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The present status of tuberculosis, responsi- 
ble for 100 million days of illness annually in 
the United States, was discussed at the 1959 
meetings of the National Tuberculosis Asso- 
ciation, the American Trudeau Society, and the 
National Conference of ‘Tuberculosis Workers. 
Approximately 3,000 physicians, scientists, 
public health officials, nurses, and executives 
and volunteers of State and local tuberculosis 
associations attended the May 24-29 meetings 
in Chicago. 


Airborne Transmission 


Airborne droplet nuclei were the source of 
infection for 71 guinea pigs breathing air ex- 
hausted from a tuberculosis ward, and 21 of 
these infections were traced to specific patients, 
reported researchers in a cooperative study by 
the Johns Hopkins University School of Hy- 
giene and Public Health, the Veterans Admin- 
istration, and the Maryland Tuberculosis 
Association. 
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At the VA Hospital in Baltimore, Md., a col- 
ony of approximately 160 guinea pigs breathed 
air exhausted from a 6-bed ward over the 24- 
month study period. When bacilli from 22 in- 
fected animals, cultured for drug susceptibili- 
ties, were compared with cultures of bacilli 
from the patients’ sputums, it was apparent 
that two patients had produced 19 of the 22 
infections. ‘The one drug-susceptible organism 
probably came from a patient receiving initial 
treatment. 

The researchers suggested that highly posi- 
tive sputum and absence of effective therapy 
are important in determining a patient’s infec- 
tivity as well as a natural mechanism for atom- 
izing the infectious material and the continued 
viability and infectivity of the organism after 
becoming airborne. They felt that the study 
not only strengthened the case for airborne 
transmission but indicated an experimental tool 
for the study of the infectivity of human 
tuberculosis. 

The investigators were Dr. R. L. Riley, C. C. 
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Mills, Dr. W. Nyka, N. Weinstock, Dr. P. B. 
Storey, Dr. L. U. Sultan, Dr. M. C. Riley, and 
W. F. Wells, of the Johns Hopkins University 
School of Hygiene and Public Health and the 
Veterans Administration Hospital, Baltimore. 

Disinfecting the upper air of rooms with 
ultraviolet light appeared to block transmission 
of the influenza virus, according to Dr. Ross L. 
McLean, now at Emory University School of 
Medicine, Atlanta, Ga. 

At the Veterans Administration Hospital in 
Livermore, Calif., one unit with complete facili- 
ties for the care of patients was irradiated. 
Serologic samples were obtained from all hos- 
pital patients and personnel in July 1957, No- 
1957, and March 1958. Practically 
none of the patients or personnel had been vac- 
Staff members were 


vember 


cinated against influenza. 
exposed to the respiratory infections prevalent 
in the community. 

Between July 28, 1957, and March 15, 1958, 
only 4 (2 percent) of 209 patients in irradiated 
rooms were infected; 75 (19 percent) of 396 
patients in nonirradiated rooms were infected ; 
and 92 (18 percent) of 511 hospital personnel 
were infected. 

The differences in the prevalence of infec- 
tion, as determined serologically, strongly sug- 
gest that an important mechanism of transmis- 
sion of epidemic influenza was significantly 
blocked, McLean stated. 

Since the ultraviolet radiation was designed 
to disinfect chiefly the truly airborne particles, 
these findings suggest that an airborne mecha- 
nism is the principal mode of transmission of 
epidemic influenza. 


Race and Environment 


In a similar environment the response to tu- 


berculosis of the Negro and white is similar, 
and racial factors probably play a minor role 
in producing differences in tuberculosis mor- 
bidity and mortality, concluded Dr. Julius 
Katz and Solomon Kunofsky, division of tu- 


berculosis control, New York State Department 
of Health, Albany. 

They studied white and Negro patients in 
hospitals of the New York State Department of 
Mental Hygiene, where living conditions are 
identical for both races. 


Between 1942 and 
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1955, the incidence of tuberculosis among the 
Negro patients exceeded the rate among the 
whites by about 50 percent. In New York City 
during the same period, the rate of develop- 
ment of tuberculosis was four times as high 
among Negroes as among whites (see chart). 
The incidence decreased at approximately the 
same rate for the mental patients of both 
groups, so that by 1955 the age-adjusted rate 
among Negroes was only 8 percent higher than 
among whites. 

Even before the development of antimicro- 
bial therapy not only was the differential be- 
tween the groups reduced by similar environ- 
mental conditions but the Negroes’ survival was 


about equal to the whites’. 


Tuberculosis case-reporting rates in New York 
City and tuberculosis incidence rates in New 
York State mental hospitals by race, 1942—56 
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Dr. W. A. Paddon, of the Grenfell Mission 
Hospital, North West River, Labrador, Can- 
ada, found no special susceptibility to tubercu- 
losis among the Labrador Eskimos and Indians. 

He attributed their high tuberculosis death 
rate to inadequate control measures and envi- 
ronmental factors such as overcrowded homes, 
poverty, poor hygiene, and malnutrition. He 
described how epidemics of other diseases prop- 
agate tuberculosis and said that the effect of 
exposure of a community to any infectious dis- 
ease will be determined by its past experience 
with the disease and not by the racial composi- 
tion of its population. 

In northern Labrador the tuberculosis death 
rate was cut from 300 to 30 per 100,000 from 
1947 to 1956, and the percentage of X-ray films 
showing active or probably active lesions 
dropped from 20 to less than 4 percent. People 
orginally reluctant to undergo treatment were 
won over once they were shown that tubercu- 
losis could be arrested. Those spreading the 
disease, or likely to do so, were identified 
through yearly surveys done during visits by a 
small hospital ship with portable X-ray equip- 
ment and on followup visits by dogsled. 

Hospitalization, drugs, surgery, and pro- 
grams of rehabilitation and information were 
the major methods of control. With modern 
aircraft and radio communication now avail- 
able, patients can be evacuated quickly to im- 
proved hospital facilities. BCG vaccination is 
being tried, but Paddon noted that as a result, 
the tuberculin test will lose its considerable 
diagnostic value as well as its value in studying 
tuberculosis in a community. 


Legal Detention 


How patients detained under court order 
are cared for in the security division of the Ohio 
Tuberculosis Hospital was described by Dr. 
Robert H. Browning, director of the hospital, 
and Dr. Irving Pine, Columbus Psychiatrie In- 
stitute and Hospital. 

Although the Columbus hospital serves a 
population of 6.3 million, the 17-bed division is 
adequate because the existence of a detention 
facility has prompted patients to accept care 
voluntarily in their home counties. Also there 
is a high rate of transfers from the detention 
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division to open wards, and some counties re- 
fuse to use the security division. 

The hospital’s policy is to provide recalci- 
trant patients with treatment and permit them 
activities as similar as possible to those of other 
patients, the authors said. The staff is urged 
to adopt a calm, firm approach rather than a 
punitive one. Differences in privileges for those 
in the security division include the denial of 
money and street clothes, censorship of mail 
and packages for contraband, restricted visiting 
hours, and being locked in their rooms at night 
and during rest hours. Two employees are 
always on duty when the patients are not locked 
in. 

Patients who are beyond persuasion or who 
continue to be abusive or threatening are left 
alone for 24 or 48 hours in a security room with 
limited equipment, and often become cooper- 
ative, according to Browning and Pine. Pa- 
tients are transferred to open wards when they 
show understanding of their situation and be- 
have reasonably well. A committee whose mem- 
bers include several disciplines meets weekly to 
decide on transfers and other matters. 

Analysis of the 50 patients cared for by the 
division in its 18-month existence indicates that 
most of them, while generally becoming more 
cooperative, do not behave normally. They re- 
main dissatisfied and have varying amounts of 
subsurface tension. 

The psychiatric resident and the consultant 
psychiatrist of the hospital classified the pa- 
tients not only to identify various syndromes 
and disorders but also to study the relation of 
recalcitrant status to psychiatric appraisal. 

The largest group of patients, 16, were alco- 
holies, and 7 were in an acute alcoholic episode 
at the time of admission. All had a personality 
disorder in addition to aleoholism. Many be- 
came almost model patients because the hospital 
filled their dependency needs. 

Twelve eluded strict psychiatric classification 
and were described as marginal personalities. 
They had borderline or low intelligence quo- 
tients, seemed inadequate and immature, and 
had made marginal social adjustments in their 
jobs and families. It seemed likely they re- 
sisted hospitalization because they felt they 
could not adjust in the hospital. 

Seven had personality disorders. Their re- 
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sistance to the hospital seemed to be based on a 
conflict produced by the family or the social 
milieu so that they had to refuse the need for 
hospitalization or risk being uprooted from a 
tenuous position. 

The remaining patients fell into these cate- 


gories: organic brain syndrome, 2; psychosis 
with organic brain syndrome, 2; chronic para- 
noid schizophrenia, 3; mentally deficient, 1: 
and miscellaneous unclassifiable personal prob- 


lems, 7. 


Casefinding 

Active primary tuberculosis was found in 
158 children whose disease would have been 
missed without the thorough checking of the 
family contact investigation service of the 
Houston Children’s Tuberculosis Clinic, stated 
Dr. Katharine H. K. Hsu, Baylor University 
College of Medicine, Houston, Tex. The 158 
children included 29 with positive cultures for 
Mycobacterium tuberculosis, 66 with X-ray 
evidence of tuberculosis, 32 whose tubercu- 
lin reactions were converted to positive within 
1 to 5 months, and 31 (under 36 months of age) 
with infections considered active because of a 
positive tuberculin reaction. 
signs of ill health which would have prompted 
parents to seek medical examinations for these 
children. 

These cases were found in 1957-58 on exam- 
ination of 825 children contacts of 129 family 
Contact investigation began when a 


None showed any 


groups. 
child in the family was diagnosed as having 
active primary tuberculosis. The immediate 
family as well as close contact families were 
examined. Adults were screened with 70-mm. 
microfilms. Among 582 adults screened, 26 
cases of active pulmonary tuberculosis were 
found. Children were tuberculin tested. All 
positive tuberculin reactors were given thor- 
ough clinical and bacteriological examina- 
Negative reactors were given periodic 
tests to detect conversion of tuberculin reaction. 

Intensifying contact investigation and giving 
proper attention to childhood tuberculosis will 
enhance greatly tuberculosis control, Dr. Hsu 
said, 


tions. 


This can be done successfully with an 
organized effort of local health agencies and 
proper education of patients’ families. 
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The family contact investigation service, 
which operates in cooperation with existing 
public health facilities in Houston and Harris 
County, was established with grants from na- 
tional, State, and local tuberculosis associations. 
Its annual operating expenses amount to $8,650. 

If tuberculin tests are substituted for X-rays 
of pregnant patients, significant nontuberculous 
disease in nonreactors may be missed, affirmed 
Dr. Dorothea D. Glass, Woman’s Medical Col- 
lege of Pennsylvania, Philadelphia. To deter- 
mine whether the tuberculin tests were an ade- 
quate replacement for photofluorograms, both 
diagnostic aids were employed with obstetrical 
patients at two Philadelphia hospitals. 

In a6-month period at Woman’s College Hos- 
pital, no significant lesions were found among 
tuberculin reactors or nonreactors, although 20 
percent of the 308 women participating reacted 
to first strength PPD and 13 percent to both 
first and intermediate strength doses. One pa- 
tient failed to report for her X-ray, and 13 per- 
cent failed to complete tuberculin tests. 

The absence of lesions in this group was at- 
tributed to the relatively high socioeconomic 
level of the clinic patients. Therefore, the 
study was extended to 630 patients of Blockley 
Division of Philadelphia General Hospital. 
They were primarily women on public assist- 
ance, among whom, it was felt, would be a 
higher percentage of tuberculin reactors and 
The age and race 
composition of both hospital populations was 
similar; 90 percent were Negroes between 15 


some clinical tuberculosis. 


and 35 years of age. 

These women were tested on admission, most 
often immediately postpartum. Of the 432 
women whose tests were read, 23 percent reacted 
to first-strength PPD. Thirty-one percent were 
discharged before the test could be read; the 
average hospital stay is 2 or 3 days, despite the 
hospital policy of a 5-day postpartum stay. 
Only one patient at Woman’s College Hospital 
did not have an X-ray taken; 19 percent of 
the Blockley patients had no chest X-rays dur- 
ing their hospital stay. 

X-ray findings were significant for two 
asymptomatic nonreactors; one had sarcoidosis, 


the other a congenital heart lesion. No pre- 


viously unsuspected active tuberculosis was 
found. 









Public Health Reports 

















vice, 
ting 
ris 
na- 
ons. 
650. 
“ays 
lous 
ned 
Yol- 
ter- 
ide- 
oth 
ical 


[os- 
ong 
20 
ted 
oth 
pa- 
el- 


at- 
nic 
the 
ley 
aul. 
st- 











Before relinquishing the gains available 
through routine X-rays of pregnant women, 
consideration should be given to the probability 
that the return rate for reading tuberculin tests 
may be as low as 50 percent, and significant 
previously unsuspected nontuberculous disease 
may be missed if only reactors receive X-rays, 
maintained Dr. Glass. 

Co-authors were Dr. Fruma W. Ginsburgh, 
Dr. Katharine R. Boucot, Marie Capitanio, and 
Leonora Gray, Woman’s Medical College of 
Pennsylvania, and Bernard Broad, Temple Uni- 
versity School of Medicine, Philadelphia. 


BCG Vaccination 


A 20-year study showed a statistically sig- 
nificant difference in the number of cases of 
tuberculosis among infants who received BCG 
vaccinations and control subjects, reported Dr. 
Sol R. Rosenthal, director, tuberculosis preven- 
tion research, Chicago Municipal Tuberculosis 
Sanitarium; medical director, Research Foun- 
dation, Cook County Hospital; and director of 
the Institution for Tuberculosis Research, Uni- 
versity of Illinois, Chicago. 

Among the 1,665 control subjects there were 
57 cases; among the 1,716 infants vaccinated, 
16 cases (#’?=24.62; P=<0.001). The study 
included 3,381 infants born at Cook County 
Hospital, Chicago, from 1937 to 1948. All were 
from nontuberculous households in areas with 
high tuberculosis incidence. 

The followup items, continued until 1957, in- 
cluded birth weight, sex, race, area of birth, 
extent of contact with tuberculosis, examina- 
tions in the clinic, X-rays, tuberculin tests, and 
tuberculin conversion rates. A total of 80 items 
were card cataloged, tabulated, and submitted 
for statistical analysis. 

The overall comparability of the vaccinated 
and the control subjects appears adequate in 
most respects, and statistically significant dif- 
ferences have been identified for consideration 
and assessment for medical importance, stated 
the statistical analyst, Dr. H. C. Batson, pro- 
fessor of biostatistics, public health depart- 
ment, University of Illinois. 

Other co-authors were Dr. Erhard Loewin- 
sohn, Dr. Mary L. Graham, and Margaret G. 
Thorne of Chicago Municipal Tuberculosis 


Vol. 74, No. 11, November 1959 
525909—59. 5 





Sanitarium, and Dorothy Liveright and Violet 
Johnson, Institution for Tuberculosis Research, 
University of Illinois, Chicago. 


Reinfection 


Age, sex, and lack of exposure to a fresh 
source were factors indicating an endogenous 
origin for reinfection in a study of 113 patients 
with chronic pulmonary tuberculosis by Belle- 
vue Medical Center researchers. The patients, 
all with previous primary infections diagnosed 
during the pediatric age range, were seen at the 
chest clinic of the children’s medical service of 
Bellevue between 1930 and 1956. 

Risk of developing chronic pulmonary tuber- 
culosis is greatest in adolescence and in children 
who had primary tuberculosis after 6 years of 
age. The rate for girls was higher than that 
for boys. Chronic pulmonary tuberculosis was 
first diagnosed within 2 years of menarche for 
40 percent of the girls. 

Histories of 71 patients indicated exposure 
to a case of tuberculosis at the time the primary 
infection was diagnosed; only 7 histories indi- 
cated renewed exposure when the chronic pul- 
monary disease was diagnosed. In the majority 
of cases, no anatomic relationship between the 
site of the primary and the chronic pulmonary 
tuberculosis could be established. The chronic 
disease was discovered through routine X-ray 
of two-thirds of the patients. 

Following is the present status of the 113 
patients: 

Male Female 
Followed to 25 years of age__-_.______-- 20 34 
Followed to 21-24 years of age_________-_ 6 
Still ander 21 years of age._......._...... 2 
i ee 8 24 
1 
0 


Nontuberculésis: deaths ..:_.............. 
TOKt 10 TONOWUi sac... 2-0 se ce eee Soe cae 


cli AOS ene Sere OR en ane Pe eee 37 76 


The death rate from chronic pulmonary tu- 
berculosis was 21.6 percent for the boys and 
31.6 percent for the girls. Of the 32 deaths, 
22 occurred in patients who were first diagnosed 
with minimal disease. None received specific 
therapy during the primary phase. Only 20 
patients received antimicrobial therapy for 
chronic pulmonary tuberculosis, and in only 
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three instances was treatment given within a 
year after the diagnosis was established. 

The findings indicate the importance of keep- 
ing children with primary tuberculosis under 
long-term observation to gain information 
about the pattern of later development of 
chronic pulmonary tuberculosis, stated investi- 
gators Dr. Edith M. Lincoln, adjunct profes- 
sor of pediatrics; Dr. Lilian A. Gilbert, asso- 
ciate clinical professor of pediatrics; and Dr. 
Soledad M. Morales, instructor in pediatrics. 
All are with the New York University, Bellevue 
Medical Center, New York City. 

No relapses after 5 years occurred among 83 
percent of 669 patients with negative sputums 
at least 6 months prior to discharge, reported 
Dr. Thomas F. Sheehy, medical director, Fir- 
land Sanatorium, Seattle, Wash. Relapses oc- 
curred in 11.2 percent of the original sample, 
9.6 percent in the first year. There were 42 
deaths from nontuberculous causes and 3 deaths 
from tuberculosis in patients whose disease had 
relapsed. 

The only criteria for selection were sputum 
negativity for 6 months and live discharge. 
Status was determined as of December 31 of 
each year. Relapse was defined as the occur- 
rence of positive bacteriology on a single or re- 
peated occasion either by smear, culture, or 
X-ray worsening not explainable by some other 
acute identifiable cause. 

Sheehy found that relapse occurs more com- 
monly in middle-aged males with far advanced, 
cavitary disease with a secondary diagnosis of 
alcoholism who leave the hospital against ad- 
vice. It is least common among young females 
with noneavitary disease who have undergone 
resection. Apparently, longer periods of 
chemotherapy prior to discharge and prior to 
final determination of status exert a favorable 
prognostic outlook. 


New Techniques 


Promising new techniques, a diagnostic 
blood test for tuberculosis and two rapid, sim- 
ple methods of detecting viable tubercle bacilli 
in sputum, were described by several investi- 
gators. 

Dr. Robert C. Parlett and Dr. Guy P. You- 
mans, Northwestern University School of Med- 
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icine, developed a serum gel diffusion test. An 
agar suspension of tubercle antigen at the bot- 
tom of the test tube with a covering layer of 
pure agar receives the patient’s serum. Acid- 
fast antibodies diffuse toward the center of the 
tube, forming a precipitation ring when fixed 
by the test antigen. 

In serums from 465 nontuberculous persons, 
97.9 percent possessed no antibody to mycobac- 
terial antigens by this test, and only 2.1 percent 
of the reactions were false positives. Gel dif- 
fusion tests were positive in 84.2 percent of 
serum specimens from 380 patients with far ad- 
vanced active pulmonary tuberculosis, in 73.5 
percent of 245 patients with moderately ad- 
vanced active pulmonary tuberculosis, and in 
57.8 percent of 128 patients with minimally ac- 
tive disease. The department of microbiology 
of the medical school and 20 hospitals and sana- 
toriums cooperated in extensive double blind 
field trials to determine the sensitivity, relia- 
bility, and limitations of the diagnostic test. 

Reporting on the use of the test at the Sub- 
urban Cook County Tuberculosis Hospital-San- 
itarium, Hinsdale, Ill., Dr. William Lester 
stated that serums from 188 of 193 patients 
with bacteriologically confirmed disease were 
positive. He also said that all test results were 
positive in specimens from 28 patients with 
photochromogenic infections and in 78 percent 
of the specimens from patients with scotochro- 
mogenic cultures. 

A mouse test to detect tubercle bacilli in 
sputum and gastric lavage specimens failed 
only once in 362 clinical trials and is much 
faster and more sensitive than conventional 
procedures, according to Dr. David Gale, Eliz- 
abeth A. Lockhart, and Alexander Jack, Vet- 
erans Administration Hospital, Albuquerque, 
N. Mex. 

In the test they devised, a portion of the con- 
centrate from the specimens was injected intra- 
peritoneally into four mice, together with hog 
gastric mucin. The animals were sacrificed at 
5, 10, 15, and 20 days; gross pathological 
changes were noted; and impression smears of 
splenic tissue were studied microscopically for 
acidfast bacilli, with each slide taking 10 
minutes. 

The study group consisted of 188 tuberculous 
patients in various stages of the disease, 55 pa- 
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tients admitted to medical wards, and 119 out- 
patients. Specimens from 74 patients were 
positive by both mouse test and by culture. 
All these patients were positive by mouse test 
in 15 days, compared with 52 days required by 
the conventional technique; 97 percent were 
positive in 10 days, and 85 percent in 5 days. 

The mouse test also detected acidfast organ- 
isms in specimens from 64 patients whose cul- 
tures were negative. Half of these patients 
had positive cultures at some time during the 
previous year. 

A new 5-day slide culture technique tested 
on 100 sputum samples had a 98-percent success 
rate compared with a rate of 69 percent when 
the conventional method was used, reported a 
team of Massachusetts investigators. For the 
test the researchers developed a new mucolytic 
and proteolytic enzyme which liquefies sputum 
more efficiently and is less toxic to acidfast or- 
ganisms. They eliminated centrifugation and 
collected the acidfast micro-organisms on glass 
coverslips treated with silicone, a substance to 
which the acidfast micro-organisms have an 
affinity. After a 5-day incubation period the 
coverslip samples are treated with a modified 
Hanks’ differentiating acidfast stain, permit- 
ting superior microcolonial differentiation of 
acidfast micro-organisms even under low mag- 
nification. The developers of the test are 
James B. Gray, State Public Health Depart- 
ment Laboratory, Boston; Dr. Sanford Cho- 
dosh, Lung Station (Tufts), Boston City Hos- 
pital; and Edith Reinisch, Westfield State San- 
atorium, Westfield, Mass. 


Other Lung Diseases 


Despite thorough safety precautions, labora- 
tory personnel working with the causative 
agents of psittacosis and Q fever sometimes 
become infected, stated a Johns Hopkins Uni- 
versity School of Medicine researcher, Dr. 
Allan H. Levy. 

He reported on 12 cases of psittacosis and 27 
cases of Q fever which occurred sporadically in 
the microbiological laboratories at Fort Detrick, 
Md. Eleven of the twelve patients with psit- 
tacosis had worked directly with the virus, but 
only two had been aware of a laboratory 
accident. 
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The illnesses were somewhat milder than nat- 
urally acquired infections. Eight patients had 
an abrupt onset with malaise, headache, chills, 
and fever; four had an insidious onset. Cough 
was common but often did not develop until the 
second week of illness. Rales were heard early 
in the course of illness of three patients, but did 
not develop until the fourth or fifth day of hos- 
pitalization in six others. X-ray findings of 
pulmonary infiltration were noted in the lower 
or middle lobes of 10 patients and the upper 
lobes of 2. Nine patients were treated with one 
of the tetracyclines, chloramphenicol, or peni- 
cillin, and all responded promptly. 

Only 18 of the 27 patients with Q fever 
worked directly with Coxiella burnetii, al- 
though several others were infected while in 
areas adjacent to laboratories. In four, the 
source of infection remained obscure. None of 
the illnesses was severe, and only 21 of the 27 
required hospitalization. 

Although most patients had been vaccinated 
with both Q fever and psittacosis vaccines, com- 
plement-fixing antibody titers after infection 
were higher and persisted longer than those 
resulting from immunization. It was not pos- 
sible to determine if the large proportion of 
mild illnesses was the result of prior immuniza- 
tion or the mode of infection or the result of 
effective case detection through continual 
surveillance of a closed population. 

Co-authors were Dr. Edward W. Hook and 
Dr. Robert R. Wagner, Johns Hopkins 
University School of Medicine. 

Several attitudes toward the relationship be- 
tween smoking and lung cancer prevail, stated 
Dr. Dean F. Davies, administrator for research 
on lung cancer, American Cancer Society, New 
York City. They can be categorized on five 
decision levels—intuition, clinical judgment, 
epidemiological evidence, pathogenetic evi- 
dence, and “proof positive.” The present 
status of knowledge falls short of definitive 
proof, but the evidence is sufficiently impressive 
to satisfy most observers. 

Although the condensates derived from to- 
bacco smoke and atmospheric pollutants pro- 
duce cancer on skins of selected strains of 
animals, invasive epidermoid lung cancers have 
not been reported following exposure to typi- 
‘al samples of these agents. Changes in 
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the epithelium of the tracheobronchial tree, 
including both inflammatory and_prolifer- 
ative reactions, following chronic exposure 
to cigarette smoke and simulated atmospheric 
pollutants have been observed. 

Epidemiological data are inadequate to 
quantify the roles played by cigarette smoke 
and atmospheric pollution in the causation of 
lung cancer. For future research it would be 
desirable to continue efforts to produce epi- 
dermoid lung cancer experimentally in animals 


by these agents, he said. Either on human or 


other animal populations it would then be de- 
sirable to study host factors, including genetic, 
immunological, and endocrinological influences, 
as well as history of previous disease, congenital 
conditions, and psychological factors. 

The carcinogenicity of each fraction of to- 
bacco smoke condensate should be tested for 
the lung as has been done for the skin. The 
identification of noncarcinogenic substances 
from both sources and a study of their contri- 
bution to proliferative changes in bronchial 
epithelium also require close attention. 


Personnel Announcements 


Dr. Morris Schaeffer, noted virologist, re- 
signed from the Public Health Service June 30, 
1959, to become director of the bureau of 
laboratories in the New York City Health 
Department. He has been chief of the Virus 
and Rickettsia Section, Laboratory Branch, 
Communicable Disease Center, Montgomery, 
Ala., since 1949, 

Dr. Schaeffer, who has been active particu- 
larly in the fields of poliomyelitis and influ- 
enza, will also be on the staff of the New York 
City Public Health Research Institute and 
professor of medicine at the New York Uni- 
versity-Bellevue Medical Center. Besides 
developing an outstanding scientific staff, he 
directed training courses in virology and 
rickettsiology which attracted large numbers 
of students from around the world. 

Dr. Robert Dean Wright has been appointed 
to the new post of assistant director for medi- 
cal and health activities of the Office of Voca- 
tional Rehabilitation. A commissioned officer 
of the Public Health Service since 1938, Dr. 
Wright was detailed from the position of 
deputy regional medical director and general 
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health services director at Charlottesville, Va., 
a post he occupied for 214 years. At the same 
time he served as clinical professor of preven- 
tive medicine at the University of Virginia. 
Previously, he founded the University’s de- 
partment of preventive medicine and served 6 
years as chairman of the department. 

Another appointment in the Office of Voca- 
tional Rehabilitation brought Dr. Frank H. 
Krusen, founder and senior consultant of the 
Mayo Clinic’s section of physical medicine, to 
the post of special assistant to the director for 
health and medical affairs. He is on leave 
from the Clinic. 

Dr. Donald Roger Chadwick, a career medi- 
cal officer of the Public Health Service, has 
been named secretary of the Federal Radiation 
Council, on detail from the position of chief 
of the Program Operations Branch, Division 
of Radiological Health, Public Health Service, 
which he has held since July 1, 1958. Before 
then, he was acting chief of the division for 
4 months, having been liaison officer for radia- 
tion in the Office of the Surgeon General. 
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Public Health Nursing Services 


to Patients 


Fourth in a series of reports resulting from a 
study of public health nursing functions, this 
monograph describes the public health nursing 
care received by individual patients within di- 
agnostic categories. Previous papers have dealt 
with the study design, with the subsequent pub- 
lic health nursing service provided in house- 
holds as a result of the referral of the initial 
patient from that household, and with the ex- 
tent of public health nursing services given on 
a family basis. 

Basic data were taken from individual pa- 
tient records submitted by two nurses in each 
of five health departments and three combina- 
tion agencies over a 2-year period. Public 
health nursing service in each of these agencies 
was on a generalized basis. 

The data include all the public health nurs- 
ing services given to individual patients and 
the types of situations and problems related to 
the recovery or the improvement of the patient 
which were encountered during the provision 
of that service. The focus of the study was on 
the individual and his nursing care rather than 
on the nurse and her activities. 

The diagnostic category of the patient is the 
primary classification used for the entire 
analysis. The term “patient-nurse contact” is 
used to describe all the public health nursing 
services given to or in behalf of the patient re- 
gardless of the place or the method, such as 
home or telephone. 

Within this framework, areas of public 
health nursing services where little information 
has been available previously are identified and 
documented. One such area is what activities 
constitute public health nursing service; an- 
other is under what circumstances and for what 
reasons service is provided. Data on how and 
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where nursing services were given supply evi- 
dence that the usual reporting of nursing serv- 
ices to and in behalf of patients overlooks many 
effective services which nurses provide through 
telephone calls and letters. The numerical 
data on the patients who had two or more diag- 
noses give clues to the location of “hidden pa- 
tients” for some diagnostic categories. 


Types of Service Provided 


That the amount and kind of nursing service 
received by patients are directly related to the 
type of disease or condition present was borne 
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out by the data. Patients with long-term ill- 
nesses required more time for each visit of the 
nurse, needed a greater number of visits, and 
were served over a longer period than patients 
with conditions that traditionally have been 
considered health department responsibility. 
The secondary problems, such as emotional, 
economic, and social difficulties, with which the 
nurse had to deal also varied with the diagnos- 
tic category of the patient. 

Comparable amounts of nursing service were 
given to patients in the health supervision, 
acute communicable disease, and venereal dis- 
sase categories. Patients in the orthopedic and 
mental health categories received twice as much 
service, and those with chronic diseases from 
three to five times as much. 

Teaching about personal and emotional hy- 
giene, normal growth and development, nutri- 
tion, the need for medical supervision, and the 
prevention and control of communicable dis- 
eases was the nurses’ primary responsibility in 
the traditional health department programs de- 
voted to health supervision, maternity, acute 
communicable disease, and venereal disease. In- 
struction appropriate to the patient’s condition 
for patients in the other diagnostic categories, 
however, was accompanied by a considerable 
amount of actual nursing care. For instance, 
patients with chronic illness, noncommunicable 
diseases, tuberculosis, or orthopedic conditions 
required the administration of medications, a 
variety of other treatments, and, often, general 
eare. In the traditional programs mentioned, 
nursing care was rarely given on a continuing 
basis. 

Recognition of emotional problems, handling 
of minor ones, and referral of the more serious 
ones to sources of adequate care were a regular 
part of the nurse’s job. The types and fre- 

quency of occurrence of these problems did not 
seem to be influenced greatly by the patient’s 
diagnostic category except for patients in the 
mental health group. Behavior of the patient, 
family tensions because of the illness, parent- 
child relationships, and reactions to the physi- 
cal condition or the medical care needed were 
problem sources common to all groups. 

The same sort of economic problems were 
consistently encountered in service to patients 
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in all diagnostic categories. Income inadequate 
to cover normal necessities, the cost of medical 
and institutional care and of transportation to 
that care, and unemployment were reported fre- 
quently. While housekeeping assistance of 
some kind was needed by some patients in all 
categories, the need was particularly acute for 
the patients with chronic illness. 

The greatest variation among the categories 
was shown in reports of the types of social prob- 
lems encountered. With the chronic disease 
patients, education or language difficulty, com- 
munity reaction to the patient’s condition, and 
the lack of occupational and recreational fa- 
cilities were real handicaps. The social prob- 
lems of unmarried and of deserted mothers 
complicated the provision of adequate care for 
them. Eligibility of the patient for medical 
and institutional care and the existence or ab- 
sence of such facilities were factors in the ade- 
quacy of treatment available to the tuberculosis 
patients. 


Conclusions 


In the long-established health department 
programs, the nurse’s job is primarily teaching, 
with a minimum of nursing care given. The 
newer programs require, in addition to the 
teaching, the actual giving of nursing care 
frequently, consistently, and over a long period 
of time. This has real implications for agencies 
which are considering their role in the care of 
the sick and the extent to which they may offer 
services. 

The study data indicate ranges of volume and 
types of public health nursing services but are 
not intended to be used as standards, since local 
needs determine agency policies and programs 
which, in turn, influence service. The methods 
of this study can be applied by any agency to 
obtain similar data which will reflect its own 
operating experience. Since the nurse partici- 
pants in this study used as sources of data the 
regular health department records of the eight 
agencies where they were employed, it is reason- 
able to assume that the same kind of informa- 
tion is available or can be obtained in any 
agency where public health nursing services are 
provided. 
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Epidemic Hemorrhagic Fever in Argentina 


D. J. GREENWAY, H. R. RUGIERC, A. S. PARODI, M. FRIGERIO, E. RIVERO, J. M. de la BARRERA, 
F. GARZON, M. BOXACA, N. METTLER, L. B. de GUERRERO, and N. NOTA 


DISEASE of unknown etiology appeared 

a few years ago in the northwestern part 
of the Province of Buenos Aires. The clinical 
aspects were first described by Arribalzaga (7) 
and later by Duva (2), who suggested that it 
may be of leptospiral origin. The disease ap- 
peared again in 1958, and in May of that year 
we went to the city of Junin to study its clinical 
and etiological features. This study was the 
first to provide evidence of the virological na- 
ture of the causative agent (3). Later, Margni 
and co-workers, on the basis of little evidence, 
presented the opinion that poisoning by diel- 
drin, aldrin, or other products, might be an 
auxiliary factor (+4). 

At a special meeting held in the University 
of Buenos Aires on December 19, 1958, we pre- 
sented a full report of our work with the dis- 
-ase, defining it as new in Argentina and giv- 
ing additional evidence of its virus etiology 
(5,6). This work has since been confirmed by 
other investigators (7). 

The clinical descriptions, which we had pre- 
viously published, were recently confirmed by 
studies of the disease produced by inoculation 
of human volunteers. This research was con- 
ducted by two groups, working independently, 
and their reports appeared at about the same 


time (7,8). 


Clinical Characteristics 


Argentine epidemic hemorrhagic fever is an 
infectious disease, attacking principally male 





The authors are in the department of microbiology 
and parasitology of the medical school of the Uni- 
versity of Buenos Aires, except Dr. Rugiero, who is 
in the school’s department of infectious diseases. 
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rural laborers with a characteristic symptom 
complex—renal, nervous, cardiovascular, and 
hematic. The disease lasts from 10 to 15 days 
and may end in recovery without sequellae or 
in the patient’s death (9,10). 

The onset of the disease is usually gradual, 
the symptoms making their appearance in- 
sidiously. There is general discomfort, as- 
thenia, cephalea, myalgia, anorexia, saburral 
tongue, vomiting, alternations in movements, 
especially in gait, and sometimes slight strabis- 
mus. Some cases show palatal enanthema, but 
exanthema is not seen. The pulse is rapid or 
normal, the blood pressure tends to be low, and 
the fever may be moderate or high (40° C.). 

Three to five days after onset the symptoms 
become accentuated. There is marked dehy- 
dration, exanthema, and discrete congestion in- 
volving the thorax and flanks which may later 
show petechiae. In some cases there is epis- 
taxis, hematemesis, melena, hematuria, and gin- 
gival hemorrhages. The Rumpel-Leede phe- 
nomenon is usually positive. 

Respiratory symptoms are rare and X-rays 
are negative. There may be a cough and moist 
stertorous breathing. The hypotension becomes 
quite marked, sometimes to the point of 
collapse. 

Abdominal palpation reveals epigastric sen- 
sitivity and sometimes a slightly enlarged 
liver. In some cases there is icterus. Oliguria 
or anuria is sometimes seen. Nervous symp- 
toms include cutaneous hyperesthesia, muscular 
spasms, and spasms of the glottis. The patient 
may become stuporous or delirious. 

In cases with favorable evolution, the fever 
drops rapidly; there is progressive disappear- 
ance of the urinary symptoms; and the general 
condition gradually improves. The patient 
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commences to urinate abundantly but continues 
to eliminate a large amount of albumen. 

In the very severe cases, the patients go into 
coma of the uremic or encephalopathic type, 
and die in collapse. 


Laboratory Findings 


According to findings in the laboratory, the 
blood picture is characterized by leukopenia, 
sometimes quite accentuated (400 leukocytes 
per milliliter), with preservation of normal 
percentages in the differential count except for 
the absence of eosinophiles (9,77). There is a 
marked reduction in platelets, which may reach 
20,000 to 30,000 per milliliter. The red cell of 
the bone marrow reveals hypofunction during 
convalescence. 

Blood chemical findings (glucose, creatinine, 
bilirubin) are generally normal. Liver func- 
tion tests, thymol and Hanger, also give normal 
results. The urea usually increases to 0.60 and 
to 1.00 precent (urease test). Sodium and cal- 
cium levels are low within normal range. Total 
lipids, cholesterol, and esters decrease, espe- 
cially in acute cases. Proteins keep within nor- 
mal values, with slight hypoalbuminemia. 

There is moderate albuminuria with marked 
quantities of cellular and granular casts, and 
characteristically vacuolated epithelial cells. 
In many cases with favorable progress, we have 
observed intense and brief albuminuria for 1 or 
2 days toward the end of the clinical phase of 
the disease. 


Postmortem Findings 


The pathology of the disease is character- 
ized by injury to the vascular system which is 
demonstrated by interstitial edema and degen- 
eration of organs, especially the kidneys and 
liver. 

Epithelial cells of the kidney show an in- 
definite border and granulous cytoplasm, with 
alteration of the nucleus. Hyaline and blood 
casts are seen inthe tubular lumen. Intratubu- 
In the epithelial 


lar hemorrhages are noted. 
cells of the convoluted tubules, a granular hya- 
line appearance is observed. The capillaries of 
the glomeruli are completely filled with blood. 
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Liver pathology consists of a granular de- 
generation of the cytoplasm in the hepatic cells. 
The central vein is dilated, and sinusoids con- 
tain a deposit of bile pigment. Edema is ob- 
served in the connective tissue surrounding the 
dilated central vein, as well as lymphocytic 
infiltration in some of the Kierman spaces. 

In the brain there is congestion with marked 
meningial edema with some mononuclear in- 
filtration (12). 


Microbiological Findings 


The search for the causative agent included 
two different microbiological approaches 
(3,8,12). In one field of research, bacteria and 
fungi were considered, while in the other, 
viruses and rickettsiae were investigated. Neg- 
ative findings proved this disease not to be of 
bacterial (including leptospiral) or fungal ori- 
gin (12). Infectious material was inoculated 
in mice, rats, guinea pigs, hamsters, pigs, 
monkeys, embryonated eggs, and tissue culture 
of monkey kidney, HeLa, and KB cells. Only 
guinea pigs were infected, as evidenced by ill- 
ness and death within 15-20 days after inocula- 
tion. Necropsy showed the following patholog- 
ical picture: petechial hemorrhages in_ the 
subcutaneous tissue, hemorrhagic abdominal 
lymph glands, intestines empty with small 
hemorrhages in the mucosa, hemorrhagic 
adrenal gland, and general congestion of in- 
ternal organs. These animals were invariably 
negative for bacteria and fungi. 

A suspension of organs from the infected 
guinea pigs was inoculated intracerebrally into 
white suckling mice 24 to 48 hours old. Con- 
sistently on the ninth day, disturbance in loco- 
motion, muscular contractions, and, occasion- 
ally, paralysis were noted. 

Further investigative work proved that the 
same symptoms could be produced in suckling 
mice by direct inoculation of original source 
material. Guinea pigs were susceptible by sub- 
cutaneous intraperitoneal and _ intracerebral 
routes, but suckling mice by the intracerebral 
and subcutaneous only. Suckling rats were 
found susceptible to intracerebral inoculation 
with brain from infected suckling mice. 

As a result of this work, we have now three 
virus isolates, each from a different patient. 
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The first from blood; the second from a sus- 
pension of viscera: brain, liver, spleen, and 
kidney; and the third from urine containing 
large amounts of blood. 

Tissue culture did not propagate viral 
growth. The hemagglutination test was nega- 
tive at different pH adjustments using chicken 
red blood cells from day-old chicks and adults. 
The virus is inactivated at 56° C., for 30 min- 
utes, and also by ether and by trypsin. 

The relation of the isolated virus with the 
disease was demonstrated by rise in antibody 
titer (complement fixation and neutralization 
tests). This relation was also demonstrated by 
the inoculation of a human volunteer with in- 
fected material, thus reproducing the disease, 
with subsequent isolation of the virus from his 
blood in the acute stage of the disease. Sero- 
logic tests were confirmatory in this case. 


Epidemiology 


Most of the patients are rural laborers, em- 
ployed in the corn (maize) harvest beginning 
in April and ending in July or August. 
Some patients have not been engaged in such 
activity, but have had some contact with the 
cornfields. The occupations of 73 patients 
seen by us during the 1958 epidemic are the 
following: 





Occupation Number 

Orn: HAPVOSICR 286. o ees 37 
Rural worker (general) .............. 11 
Hiousewire- (Perel) '=..22-6. occu 5 
Housewife: (uEpan) =................. lk 
DAIT TAI: WOTROR oan ccna ene 5 
Wat: SUDETVISORS 2... oe ee een 3 
CRUG: is Ots oe etc ln ees 2 
GPA INECHANIC Soo cee 2 
PACU OE GUTINGN ek ees 2 
POUMC PONG) WOLKC? osc ceecencus i 
Bohs) oS: a ar 1 
PEP Lt |, ee ie a oe ee 1 
Rat! GxpeTmMINAOE. |. kek 1 
One (ate). = oo eee cokes 1 

JIC, a ch ene Rene eee ee oe eee 73 


The sex and age of the same group of 
patients are presented in the table. There is 
no evidence of interhuman transmission of the 
infection. The case-fatality rate in that group 
was 23.28 percent (9). 

The field where the patients worked con- 
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tained large numbers of field mice (/Zespero- 
mys laucha laucha), which are heavily para- 
sitized with blood-sucking mites. The nests 
of these rodents are also heavily infested with 
the mites. It is interesting to note, however, 


Sex and age distribution of 73 patients with 
Argentine epidemic hemorrhagic fever, 1958 





| 
| Recovered Fatal cases 

cases 
Age group (years) Total 


Male} Fe- | Male} Fe- 
male male 











ees 10 3 1 14 
ae, 13 1 6 0 20 
ig 10 3 3 0 16 
GO i atiannems 7 2 4 0 13 
cc ¢ Se 4 2 1 0 7 
DIS ciiniinaccsiinnin 1 0 2 0 3 

Sen cw 45 LI 17 0 73 




















that no unusual morbidity or mortality in 
either wild or domestic animals was observed 
in the district during the course of the epi- 
demic. There is one report (7/4) of recovery of 
the virus from arthropods from the epidemic 
district, but this work awaits confirmation. 


Subsequent to the submission of this paper for publi- 
cation two others appeared with further information 
on the subject. In one, the authors announced the 
isolation of the virus from field rodents: several times 
from Mus musculus, once from Hesperomys laucha, 
‘and once from Akodon arenicola. Tests with Ory- 
zomys flavescens and Rattus sp. were negative (Parodi 
and others, Prensa Med. Arg. 46: 555, 1959). In the 
other paper, the authors demonstrated the neutraliza- 
tion in vivo of the virus with the immune serum of 
Russian spring-summer encephalitis (Parodi and 
others, Rev. Soc. Arg. Biol. In press). 
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New Course in Chemical Analysis of Water 


A course entitled “Chemical Analyses for Water Quality” will be 
conducted by the Robert A. Taft Sanitary Engineering Center, Public 
Health Service, from November 30 through December 11, 1959. 
Courses concerned with the same topic have been presented annually 
since 1949; the current offering, however, represents an entirely new 
approach. The trainees will study the determinations required at 
various stages in the life of a typical stream: its origin as a water 
resource, as it becomes polluted by sewage and industrial wastes, 
accomplishes self-purification, and again becomes a source of water 
supply for downstream communities. 

Lectures and discussions will cover the types of determinations 
required, a review of current methods, and research investigations 
into new analytical procedures. In the laboratory sessions, the ap- 
propriate methodology will be critically studied and evaluated for 
precision, speed, and applicability. 

Included on the faculty for this course are members of the research 
team at the center, as well as consultants from water supply and waste 
treatment industries. 

Applications for the course may be obtained by writing to: Chief, 
Training Program, Robert A. Taft Sanitary Engineering Center, 
Public Health Service, 4676 Columbia Parkway, Cincinnati 26, Ohio. 


1014 Public Health Reports 








i. 





An unusual opportunity for epidemiological study of an outbreak of 
gastroenteritis was afforded when 171 campers became ill within a 
30-day period at a Boy Scout ranch in New Mexico. 


Outbreak of Nonbacterial Gastroenteritis 


at a Boy Scout Ranch 


JOHN F. FOLEY, M.D., and TOM D. Y. CHIN, M.D. 


ONBACTERIAL gastroenteritis is a self- 
limited disease characterized by an abrupt 
onset of nausea, vomiting, diarrhea, and ab- 
dominal cramps. The illness may appear 
poradically or in epidemics. Most of the 
knowledge regarding this disease has been de- 
rived from studying outbreaks occurring in 
institutional populations (7-6). 

During August 1957, an outbreak of gastro- 
enteritis affecting 171 persons was observed on 
a Boy Scout ranch in New Mexico. The dis- 
ease was similar to those previously described 
as epidemic diarrhea and vomiting or infectious 
nonbacterial gastroenteritis. This outbreak 
presented an unusual opportunity to study the 
disease from two standpoints: (a) to observe 
the behavior of the disease in four separate sus- 
ceptible groups of people who came into the 
area at weekly intervals, and (0) to observe the 
occurrence of the disease in family constella- 





Dr. Foley is an epidemic intelligence service officer 
and Dr. Chin is assistant chief of the Kansas City 
Field Station, Communicable Disease Center, Public 
Health Service. Bacteriological assistance was given 
by Dr. Daniel Johnson, director, public health lab- 
oratory, New Mexico Department of Public Health. 
The virus studies were supported in part by the sec- 
tion of virus research, University of Kansas School 


of Medicine. 
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tions. Clinical and epidemiological observa- 
tions were made in these well-defined popula- 
tions, and isolation of the virus was attempted. 


The Setting 


The Boy Scout ranch occupied an area of 
approximately 177,000 acres in the Sangre de 
Cristo Mountains. There were three major 
population centers designated as ranch head- 
quarters, camping headquarters, and training 
center. The units were located approximately 
one-fourth to one-half mile apart. Ranch 
headquarters carried on the administrative af- 
fairs and served as the central depot for food, 
camping supplies, and other general items. 
After arriving at the ranch, Boy Scouts were 
quartered in tents at camping headquarters for 
1 or 2 days prior to leaving on various camping 
expeditions in the mountains for the duration 
of their stay. During the months of June, 
July, and August, Scout leaders were given 
special training in the training center for 1 
week to enable them to instruct local Scout 
heads in their respective communities. Tent 
homes were supplied for their families. Each 
Wednesday approximately 350 people entered 
the center and departed the following Tuesday 
by noon. Also living in the center were 86 
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staff members and their families, 76 of whom 
were employed for the entire 13 weeks and 10 
for shorter periods. 

The training center consisted of 186 tents 
each measuring 10 by 12 feet. Each tent was 
occupied by two persons. Parents and children 
usually occupied adjacent tents. Occasionally 
crowding made it necessary for parents to share 
a tent with one of their children. Also located 
in the training center were a number of per- 
manent buildings for staff, residences, offices, 
dining hall, assembly hall, recreation hall, and 
infirmary. A few campers were housed in 
private cottages. 

The tent area was divided into three parts 
designated as north tent city, south tent city, 
and south tent city east end. For ease in iden- 
tification, these areas will be referred to here as 
A, B, and C, respectively. Each tent city had 
accommodations for more than 100 persons. 
General sanitation was excellent, and each tent 
city had separate modern lavatory facilities. 
All foods were prepared in a central kitchen. 
Residents of cities B and C shared a mess hall, 
but residents of city A ate in a separate dining 
area. Staff members ate in either mess hall, as 
they preferred. 

The water used in all parts of the ranch came 
from a central processing plant. The raw 
water from the reservoir, formed by damming 
a creek, was treated by flocculation, sedimen- 
tation, and filtration. The purified water was 
chlorinated to contain 0.4 part per million of 
available chlorine, and daily records were kept 
of the tests performed on water samples from 
various sites on the ranch. Chlorine residuals 
were adequate during the entire period, and 
































there was no evidence of gross contamination of 
the water supply. 


All foods were obtained from a central com- 
missary. The meat products came from a com- 
mercial packer, and pasteurized milk, supplied 
by a single distributor, was used in all areas. 

Sewage from the camp headquarters and the 
training center was treated in Imhoff tanks, 
and the primary effluent, after being chlori- 
nated, was further treated by subsurface 
filtration. Sewage from the ranch headquarters 
received no primary treatment before emptying 
into a ditch which drained into an area about 
one-half mile away. 

A medical staff of one physician, three medi- 
cal students, and two nurses served the ranch 
population. 


Study Methods 

A systematic investigation was initiated on 
August 21, 1957, 21 days following the begin- 
ning of the outbreak, and terminated on 
August 27. All patients and their familial as- 
sociates were interviewed and the data were 
recorded on standard questionnaire forms. AI] 
ill persons, upon reporting to the infirmary, 
were examined by Dr. Foley or by the medical 
students. Daily records were kept on all per- 
sons reporting to the infirmary for treatment. 
Prior to August 20 a daily logbook was main- 
tained by the nurse in which she listed all 
persons reporting ill to the infirmary, together 
with a description of their major symptoms. 
These records were available for the previous 
2 years (table 1). 

Specimens for etiological studies, consisting 
of feces (stools or rectal swabs), oropharyngeal 
secretions (throat washings or swabs), and 
acute and convalescent serums were obtained 
from reported cases and their familial contacts. 
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Table 1. Reported incidence of gastroenteritis by month, Scout training center in New Mexico, 
1955-57 
| — 
| June July August 
Year greroe ~~ I CS eS: Cie eee 7 ' | Vit helt 

| Total Number | Percent Total | Number Percent Total Number | Percent 
| population ill ill population} ill | ill | population ill ill 
| | | | | 

ae | 1, 020 | 10 1.0 | 1, 040 13 | ea 1, 030 | 5 0.5 

__, Se | 1, 006 | 7 | a 1, 016 3 3 1, 020 | 7 | <a 

* ; eT 956 10 | 1.1 | 24 22 171 | 11,7 

| | | 
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Figure 1. Frequency of symptoms among 55 cases of gastroenteritis, Scout training center in 
New Mexico, August 1957 
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Feces and oropharyngeal specimens for viral 
studies were frozen at —20° C. or —70° C. 
Feces for bacteriological examinations were 
preserved in glycerine without refrigeration. 
Some of the specimens frozen at —20° C. were 
also studied for the presence of bacterial patho- 
gens. Serums, after being separated from the 
clots, were stored at —20° C. Since the 
campers came from all parts of the country, it 
was not possible to follow them for subsequent 
illness after they left camp. However, con- 
ralescent serums were obtained from certain 
families. 

Bacteriological studies were performed by 
the laboratory of the New Mexico Department 
of Public Health, using standard methods for 
isolation of enteric pathogens. Viral studies 
were performed in this laboratory using stand- 
ard tissue culture techniques. The tissue cul- 
tures used were HeLa, human amnion and KB 
cells, and epithelial cells from monkey, guinea 
pig, and calf kidneys. One-day-old suckling 
mice were also used. All specimens were passed 
in suckling mice and monkey kidney epithelial 
cells at least once. Five to eleven representa- 
tive specimens were passed two or more times 
in each of the tissue culture systems except that 
only primary passage was made in guinea pig 
epithelial cells. Specimens were examined also 
for the presence of hemadsorption viruses using 
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the technique developed by Chanock and as- 
sociates (7). Guinea pig and chicken red blood 
cells were used in the test performed at a pH 
range of from 6.5 to 8. 

Bacteriological and _ toxicological studies 
were performed on water samples collected from 
outlets at various sites on the ranch during the 
latter part of August. 


Clinical Observations 


The predominant symptoms were nausea, 
vomiting, diarrhea, and abdominal cramps. 
The onset was generally sudden; however, in 
some instances there were prodromes of malaise 
or slight nausea for a few hours. The sudden 
onset of vomiting or diarrhea usually ceased 
as quickly as it started. The patient felt quite 
well shortly thereafter, but in most cases 
another bout of vomiting followed 1 to 4 hours 
later. 

The frequency distribution of individual 
symptoms observed in 55 patients is illustrated 
in figure 1. The most common symptom was 
nausea, which affected about 75 percent of the 
patients. More than half of the patients had 
diarrhea and vomiting. Vomiting was observed 
almost twice as frequently in children as in 
adults. Abdominal cramps occurred in about 
47 percent, but chills and sore throat were less 
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frequent complaints. 
ranging from 99.5° to 101° F., was observed in 
about 10 percent of the patients, although none 
was dehydrated. There was considerable vari- 
ation in the severity of the disease. 

Of the 55 patients, 17 had both vomiting and 
diarrhea, 12 had vomiting without diarrhea, 15 
had diarrhea without vomiting. The remaining 
11, who had neither vomiting nor diarrhea, had 
varying complaints but mainly nausea, ab- 
dominal cramps, and chills. The stools varied 
in consistency from pea soup to poorly formed ; 
the frequency of bowel movements ranged from 
2 to 25 times per day, with a median of 3. No 
pus or blood was seen grossly or microscopically. 
On physical examination, no remarkable ab- 
normality was found. About 10 percent of the 
patients showed moderate injection of the 
pharynx, but this finding is probably the result 
of normal variations in random sampling. 
Hyperactive bowel sounds were evident on ab- 
dominal auscultation. 

The average duration of illness was less than 
24 hours, although some of the patients were ill 
for as long as 3 days. The duration of the 
illness was longer and the symptoms were 
somewhat more severe in adults than in chil- 
dren. Recurrences of the illness after recovery 
were uncommon. No deaths or complications 
were noted during the period of observation. 

White blood counts were obtained on five 
children and five adults. The counts varied 
from 7,500 to 22,800 per cubic millimeter, with 
a median of 13,200. The number of leukocytes 
per cubic millimeter was higher in children 
than in adults, and the higher counts were as- 
sociated with an absolute increase in the num- 
ber of polymorphonuclear leukocytes. 


Epidemiological Studies 


An increase in the incidence of gastroenter- 
itis was observed during the first week of Au- 
gust 1957, and abnormally high rates continued 
until the camp closed in the first week of Sep- 
‘tember. The first case of gastroenteritis was 
noted, among a new group of persons who ar- 
rived on July 31, in a 24-year-old child who 
became ill approximately 3 hours after arrival. 
On the following day, a similar illness was 
noted in a 5-year-old sibling of this child. On 
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Fever, with temperature 





the third day, five additional cases were ob- 
served among other families living in the same 
area. 

Of 1,457 persons attending the Scout camp 
for 1 or more weeks during the month of Au- 
gust, 171 experienced an attack of gastroen- 
teritis for an overall attack rate of 12 per 100 
persons. This rate was considerably higher 
than the rates of the preceding months of June 
and July (table 1). Although the rate ob- 
served for July was higher than that of June or 
any other month during the preceding 2 years, 
the illnesses observed were scattered at ran- 
dom throughout the month with no abrupt 
peaking of cases in any one week. It appears, 
therefore, that the slight increase in incidence 
of gastroenteritis during July probably repre- 
sents variations in seasonal incidence rather 
than cases occurring during the early phase of 
the outbreak in August. 

The weekly incidence of gastroenteritis ob- 
served among campers staying only 1 week be- 
tween July 31 and August 27, 1957, is shown in 
table 2. The attack rates ranged from 9 to 16 
with an average of 12 per 100 persons. The 
highest rate was observed during the third 
week, when there was the greatest camp popu- 
lation. Attack rates were significantly higher 
among staff members and members of those 
families staying at the camp for at least 2 
The rate for the staff members was 42 
per 100 persons (36/86) and that for families 
staying at the camp for 2 weeks was 40 per 100 


weeks. 


persons (33/58). 


Table 2. Weekly incidence of gastroenteritis 
occurring at Scout training center in New 
Mexico, 1957 





| | 


| Number| Number| Attack 

Week ending persons | ill rate 
| (percent) 
August 6_ ae sa 342 | 35 10 
ee 357 33 | 9 
ot 406 63 | 16 
August 27 ......-- 295 30: | 11 
‘io: er 1, 400 | 164 | 12 





Note: Each weekly population represents a new 
group of susceptibles. Staff personnel and families in 
cottages were not included. 58 persons staying from 
the third to fourth week were not included in the fourth 
group. 
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Figure 2. Incidence of reported cases of gastroenteritis by date of onset, Scout training center in 
New Mexico, July 31—August 27, 1957 
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The number of persons reporting to the in- 
firmary for diagnosis and treatment classified 
by date of onset of illness is illustrated in figure 
2. It should be recalled that each weekly pop- 
ulation at risk represented a new group of sus- 
ceptibles, with the exception of the staff mem- 
bers and the group of families which remained 
over from the third to the fourth week of camp. 


13 


DATE OF ONSET 


More than half of the illnesses in the first three 
groups occurred toward the end of the week, 
but the concentration of illness in the fourth 
group was observed during the first part of the 
week. The difference in the epidemic pattern 
observed in the fourth group may be partially 
explained by the fact that 58 persons who en- 
tered the camp during the third week remained 


Table 3. Weekly incidence of gastroenteritis by tent city, Scout training center in New Mexico, 1957 














| City A City B | City C 
| = 
Week ending | | l 
Number Percent Number | Percent Number Percent 
persons ill | persons | ill persons | ill 
ates : | — " | ewe: ae i 
Ansett @........ Me ae ter 132 | 5 119 | 20 91 | 6 
PS SEEN | 141 | 8 120 | 13 96 | 6 
August 20.....-..... east atannaiael 158 | 15 | 136 | 24 112 | 6 
I iia tink ic esdcnanseccnwanin | 141 | 11 | 87 | 10 67 | 10 
TS OA | 572 | 10 | 462 | 18 | 366 | 7 
| 


| 





Note: Each weekly population represents a new group of susceptibles. Staff personnel and families in cottages 
were not included. 58 persons staying from the third tc fourth week were not included in the fourth group. 
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Table 4. Weekly incidence of gastroenteritis in tent cities by major age groups, Scout training 
center in New Mexico, 1957 



































| Under 18 years 18 years and over Total 
Week ending —— | | | | 
| Popula- | Num- | Percent | Popula- | Num- | Percent | Popula-| Num- | Percent 
| tion | ber ill ill tion ber ill | ill tion ber ill ill 
ee ee ee 
| | | 
Oe a ee eee 167 | 26 16 175 9 5 342 35 10 
es 190 15 8 167 18 11 357 33 9 
CA i 186 | 34 18 220 29 13 406 63 16 
i a ee cere es 139 | 18 13 156 15 10 295 | 33 1J 
| en 682 | 93 | 14 718 71 10} 1,400] 164 12 











over during the fourth week; 10 of these 58 
persons became ill during the first 2 days of the 
fourth week. Thus it was entirely possible 
that these 10 cases served to spread the disease 
widely among persons in the fourth group so 
that there were almost no susceptible persons 
by the middle of the week. 

Shown in table 3 are the attack rates by tent 
city for each of the 4 weeks. During the 
first 3 weeks the incidence was significantly 
higher among persons living in city B than 
those living in the other two tent cities. Dur- 
ing the fourth week the attack rates in persons 
living in the three tent cities were approxi- 
mately the same. It is noteworthy that when 
the space between occupied tents in city B was 
increased during the fourth week, the incidence 
of gastroenteritis declined to that approximat- 
ing those of the other tent cities. 

Attack rates by age for the four groups are 
summarized in table 4. Incidence per 100 per- 
sons among those under 18 years of age was 14 
as compared with 10 among those 18 years of 
age and older (P=0.02). This difference was 
particularly evident in the first group (week 
ending August 6), in whom the rate among 
children was more than three times that among 
adults. There was no difference in the sex 
distribution. 

Multiple cases in families were common. 
The secondary attack rate among 371 familial 
contacts of those families staying only 1 week 
at the center was 15.4 per 100 persons. The 
average secondary attack rate among the fam- 
ilies of staff members and families staying in 
the center for 2 weeks was significantly higher 
than that of the former group; of the 43 famil- 
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ial contacts in the latter group, the secondary 
attack rate was 37 per 100 persons. 

All but 4 of the 57 secondary cases observed 
in families staying only 1 week at the center 
developed within 2 days after onset of the in- 
dex case. Since the time interval between on- 
set of first and secondary cases was so short, it 
is difficult to say whether these secondary cases 
were true secondary illnesses or whether they 
were co-primary cases acquired from the same 
source as the primary cases. Seven secondary 
illnesses in staff families occurred within 48 
hours of the primary case. 


Etiological Studies 


Stools obtained from 11 patients were ex- 
amined for presence of pathogenic bacteria and 
parasites. Enteric pathogens were not detected 
in any of the specimens. 

Specimens obtained from 27 individuals were 
examined for the presence of viral agents. 
These consisted of 20 throat washings and 29 
fecal specimens. Al] the specimens were tested 
in suckling mice and in various tissue culture 
systems mentioned previously. A total of four 
viral agents were isolated from two persons of 
the same family by inoculation of specimens 
into suckling mice. Two of the agents came 
from throat washings and the other two from 
fecal samples. The agents, although not defi- 
nitely identified, probably were Coxsackie 
viruses of group A. All four agents, when 
inoculated into suckling mice, caused flaccid 


paralysis followed by death. Histologically 


extensive degeneration of the skeletal muscles 
was noted, with no lesions found in other or- 
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gans. Neither 3-week-old mice nor various 
tissue cultures, including monkey kidney epi- 
thelial cells, HeLa cells, and human amnion 
cells were affected by the agents. 

Cytopathogenicity was not observed in any 
of the tissue culture systems following inocu- 
lation of a selected number of specimens. A 
total of 28 specimens inoculated into monkey 
kidney epithelial cells and 25 specimens into 
calf kidney epithelial cells were tested for the 
presence of hemadsorption virus. No hemad- 
sorption was observed under the conditions pre- 
viously mentioned over a period of observation 
varying from 7 to 40 days. 

Ten water samples obtained from outlets in 
rarious areas on the ranch during the course 
of the epidemic were tested for bacterial con- 
tamination. Coliform organisms were not 
detected in any of the samples. Also, two 
water samples tested did not reveal excessive 
amounts of inorganic compounds normally 
found in water or other inorganic substances 
that are capable of causing diarrhea. 


Discussion 


The clinical entity referred to as acute infec- 
tious nonbacterial gastroenteritis is an exceed- 
ingly common disease. It has been found by 
Hodges and associates (8) in a family study 
that gastrointestinal disorders are second in 
incidence to respiratory diseases. (Gastrointes- 
tinal disorders consist mainly of cases of acute 
infectious nonbacterial gastroenteritis. 

This disease usually begins abruptly with 
anorexia, nausea, vomiting, and diarrhea in 
varying combinations. Headache, fever, and 
leukocytosis may occur in some instances. On 
physical examination the distended colon can 
often be palpated and borborygmi can easily 
be heard. The disease is self-limited and of 
short duration. The more severe cases, par- 
ticularly those in the older age group, may be 
complicated by dehydration, collapse, and, 
rarely, death (4,5, 9). Although this disease 
may occur throughout the year, the peak inci- 
dence is in the fall and winter months. 

The clinical picture observed in the present 
outbreak is consistent with that of acute infec- 
tious nonbacterial gastroenteritis as reported 
in other studies (1-6, 9). It is notable that 
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about 10 percent of the patients observed in 
this outbreak complained of sore throat. 
Whether these symptoms represent an integral 
part of the clinical picture of nonbacterial 
gastroenteritis or whether they merely repre- 
sent a coincidental finding is difficult to deter- 
mine, although several workers (2, 10, 1/) have 
reported an increase in frequency of throat 
symptoms. Symptoms related to the respira- 
tory system were not observed in this study. 
Fever was present in about 10 percent of the 
cases. 

Attack rates among persons attending this 
camp were considerably lower than those re- 
ported in outbreaks of similar illnesses. The 
frequency of illness was undoubtedly related to 
the duration of exposure and the duration of 
observation. The incidence of gastroenteritis 
among campers staying 2 weeks and the perma- 
nent staff was more than three times higher than 
it was among campers staying 1 week. The 
attack rates in the former groups corresponded 
well to those reported in other outbreaks (6,12) 
in which the period of observation was longer 
than 1 week. This relationship was reflected 
also by the secondary attack rates observed 
among family contacts. Secondary attack rates 
among campers would undoubtedly have been 
higher if it had been possible to follow the pa- 
tients after they left camp. In a similar study 
made by Smillie and his co-workers (12), the 
secondary attack rate was found to be 43.7 per 
100 persons. This rate was slightly higher 
than that observed in the families of staff mem- 
bers and in families staying 2 weeks at the 
camp. 

Nonbacterial gastroenteritis is probably 
caused by a number of different viral agents. 
The assumption that some of the outbreaks de- 
scribed in the literature were due to viral agents 
is based on studies performed on human volun- 
teers using fecal filtrates from patients with 
nonbacterial gastroenteritis as inoculums. Two 
immunologically distinct agents have been de- 
lineated, namely, the so-called Marcy and FS 
strains. The Marcy strain was isolated from a 
typical outbreak of gastroenteritis which oc- 
curred at Marey State Hospital near Utica, 
N.Y., in 1946 (9); the FS strain was isolated 
from a patient with nonbacterial gastroenteritis 
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by Jordan and associates (/3) in their Cleve- 
land family study. Although these strains 
have been incriminated as etiological agents of 
nonbacterial gastroenteritis, they have not been 
cultivated as yet in the laboratory using various 
laboratory animals, media, and tissue culture 
cell lines (12,14-16). 

The etiological agent causing this outbreak 
remains undetermined. The four Coxsackie- 
like viruses recovered from two members of a 
family undoubtedly represent coincidental 
findings and are not the principal cause of the 
outbreak. Pathogenic bacteria and amebas 
were excluded as causative agents on the basis 
of negative stool examinations and on the basis 
of clinical and epidemiological studies. The 
possibility that excessive amounts of inorganic 
substances were present in the drinking water 
was eliminated by appropriate tests performed 
on water samples collected from various points 
in the camp. 

The mode of transmission of viral gastroen- 
teritis has been a subject of considerable re- 
search. Early in the experimental work with 
human volunteers, Reimann and associates (77) 
reported that they were successful in trans- 
mitting the disease by aerosol spray with 
fecal filtrate obtained from patients with gas- 
troenteritis. However, these investigators 
were unable to induce the disease in volunteers 
by ingestion of the same filtrate. Since that 
time, several other groups of workers (9,/3,/8, 
19) have successfully transmitted the disease 
by feeding bacterial-free fecal filtrates to hu- 
man subjects although no one has been able to 
confirm Reimann’s original report relating to 
respiratory transmission. While it may be pos- 
sible to transmit nonbacterial gastroenteritis by 
the respiratory route, the above experimental 
evidence seems to favor the fecal-oral route as 
the principal mode of transmission. 

The data presented here are insufficient to 
establish whether the present outbreak was 
transmitted by the fecal-oral or respiratory 
route. It is quite certain, however, that the 
principal mode of transmission is by person-to- 
person contact. There was no evidence that 
the outbreak was caused by a common source 
either on the basis of the epidemiological data 
or on thorough examination of the water, milk, 
and food supply. 


Summary 

An outbreak of gastroenteritis affecting 171 
of 1,457 persons occurred at a Boy Scout ranch 
during a period of 1 month. The clinical char- 
acteristics were similar to those described in 
acute infectious nonbacterial gastroenteritis. 
Four separate susceptible groups were involved 
in the epidemic. The attack rates varied from 
a low of 9 percent in campers staying 1 week 
to a high of 42 percent in staff members. At- 
tack rates were significantly higher in children. 
Multiple cases in families were commonly ob- 
served. Secondary family attack rates varied 
from 15.4 percent in those families staying 1 
week to 37 percent in the staff families and 
sampers staying more than 1 week. 

Laboratory studies for enteric pathogens were 
negative. Viral studies using suckling mice, 
various tissue culture lines, and hemadsorption 
techniques failed to uncover an etiological 
agent. | 
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e Symposium on Venereal Diseases 
6, ; . 
The 11th Annual Symposium on Recent Advances in the Study of 
ak Venereal Diseases will be held April 7 and 8, 1960, in the Palmer 
>F- House, Chicago, Ill. The sessions are open to all physicians and 
ng workers in this and allied fields who are interested in the venereal 
es 5 
diseases. 
it- Sponsored jointly by the American Venereal Disease Association 
a and the Public Health Service, the symposium will follow a venereal 
t. disease seminar for public health personnel which begins April 4. 
Persons wishing to present scientific papers on subjects related to 
id venereal diseases should mail preliminary abstracts before Novem- 
ber 25, 1959, to Dr. William J. Brown, Program Committee Chair- 
, re in care of the Venereal Disease Bensehs Communicable Disease 
( i 
Center, Public Health Service, 50 Seventh Street, NE., Atlanta 23, 
. Ga. These abstracts should give information sufficient to assist the 


program committee in making a decision as to acceptance or rejection 
), of the papers. Authors of accepted papers will be notified before 
January 15, 1960. Final abstracts not exceeding 500 words will be 
“ required by March 1, 1960. 
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Experience of First Admissions 





to State Mental Hospitals 


This study represents the cooperative effort 


of the statistical officers in 11 states in the Model 
Reporting Area for Mental Hospital Statis- 
tics and the Biometrics Branch, National In- 
stitute of Mental Health. The project, which 
grew out of a desire to compare data on the flow 
of patients into and out of the mental hospitals 
of the various States, had four major objectives. 
The first was to illustrate the mechanics and 
problems of conducting a cooperative study 
among 11 individual governmental organiza- 
tions, widely separated geographically, where 
the study focuses on a complex problem requir- 
ing careful definition and analysis. The second 
was to present data on the probabilities of re- 
lease, death in hospital, and continuous hospital 
residence for specified periods of time following 
first admission for different State mental hos- 
pital systems. The third was to emphasize the 
ways in which the basic data differ among 
States and to discuss the problems of interpret- 
ing interstate differences resulting from the in- 
comparability of these data. The fourth was 
to delineate types of data, methodology, and 
special studies needed to obtain meaningful 
interstate comparisons. 

The data presented indicate great variability 
among States in proportions of first admissions 
released, dying, or retained countinuously in the 
hospital during the first year following admis- 
sion. However, the primary emphasis of the 
monograph is on a discussion of the complex 
intra and extra hospital factors that affect inter- 
state comparisons of the data. These factors 
include legal categories of admission, severity 
of illness at admission, population character- 
istics of the States, policies of the hospitals 
which affect admission or release, and the use of 
general hospitals, outpatient psychiatric clinics, 
and other community psychiatric facilities. As 
the discussion of these factors develops it be- 
comes increasingly clear that the probabilities 
of release, death, and retention in the hospital 
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as presented in the monograph cannot be used 
as indexes of the therapeutic efficiency of the 
State mental hospital systems. 

The authors discuss statistical adjustments of 
probabilities of release and death which would 
take into account the effect of the factors men- 
tioned above. They emphasize that to refine 
further interstate comparisons of these proba- 
bilities studies are needed to determine the level 
of community adjustment of patients re- 
leased from the hospital and the rate at which 
these patients return to the hospital. In these 
investigations it is extremely important to study 
the State mental hospital in relation to the en- 
tire range of facilities in the community for 
the care of psychiatric patients. 





Public Health Monograph No. 58 


Patterns of Retention, Release, and Death of First 
Admissions to State Mental Hospitals. By Earl 
S. Pollack, Philip H. Person, Jr., Morton Kramer, 
and Hyman Goldstein. Public Health Monograph 
No. 58 (PHS Pub. No. 672), 54 pages, illustrated. 
U.S. Government Printing Office, Washington, 
D.C., 1959, price 40 cents. 


The accompanying summary covers the principal 
contents of Public Health Monograph No. 58, pub- 
lished concurrently with this issue of Public Health 
Reports. With the exception of Dr. Goldstein, who is 
with the National Institute of Neurological Diseases 
and Blindness, the authors are with the National 
Institute of Mental Health, Public Health Service. 

For readers wishing the data in full, copies are on 
sale by the Superintendent of Documents, U.S. Gov- 
ernment Printing Office, Washington, D.C. Official 
agencies and others directly concerned may obtain 
single sample copies without charge from the Public 
Inquiries Branch, Office of Information, Public 
Health Service. Copies will be found also in the 
libraries of professional schools and the major 
universities and in selected public libraries. 
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SOCIAL PATHOLOGY 


r its 80th year, the Massachusetts Public 
Health Association at Amherst, September 
2, 1959, offered a fresh if not entirely new 
wrapper for the traditional package of public 
health. 

With Dean Clark, M.D., general director, 
Massachusetts General Hospital, presiding, : 
panel of four discussed social pathology and its 
implications in epidemiology. After an intro- 
duction of the subject by Raymond F. Gould, 
Ph.D., of the National Institute of Mental 
Health, Public Health Service, Leon Sternfeld, 
M.D., commissioner of the Cambridge Health 
Department, suggested broad applications of 
knowledge of social pathology to public health 
practice. Other specific examples were pro- 
vided by Robert Morris, associate professor of 
the Graduate School for Advance Studies in 
Social Welfare at Brandeis University, with 
respect to dependency ; and by the late Kenneth 
W. Chapman, M.D., formerly associate director 
of the Clinical Center, National Institutes of 
Health, Public Health Service, speaking of 
studies of addiction to narcotics. 


The Dynamics 

Observing that the obvious symptoms of so- 
cial pathology are found in records of crime, 
delinquency, family disintegration, alcoholism, 
and poor working habits, Gould suggested that 
social health “is to perform so as to survive and 
to anticipate changes which may threaten sur- 
vival.” For example, he said it is socially 
healthy to take preventive action against the 
anticipated effects of atomic warfare, urban 
sprawl, or overpopulation. It is also socially 
healthy, he suggested, to develop methods of 
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satisfying such universal human needs as physi- 
cal maintenance and protection; the need to 
make the most of one’s self; the need to relate 
with others competently; and the need to see 
things as they really are, well enough to man- 
age affairs and to move in new directions, if 
necessary. 

Assuming that an infant can develop in any 
direction, given nurture, support, and control by 
family, neighborhood, and government, Gould 
asserted that when proper nurture, support, and 
control are lacking, social pathology sets in. 

To illustrate his thesis, he described a fictional] 
tribe of Bongo-bongos, living in an economy of 
scarcity, with an average life expectancy of 30 
years, subject to chronic famine and war, where 
each individual’s identity depended either on 
fighting or food gathering. In such a system, 
the aged were discouraged: it was cheaper to 
bury them than to keep them. With a simple 
model of parenthood, education for girls con- 
sisted of learning to be a wife and mother, and 
for boys, to be a farmer and fighter. Deviants, 
unsuited to such roles, did not survive. Under 
the necessities of their condition, however, the 
Bongo-bongos were socially healthy: as a tribe, 
their survival value was high. 

In contrast, he noted, the complex demands of 
today’s America require long training and ad- 
vance planning for youth. Although deviants 
are protected, they are not helped to satisfy 
their basic needs. Many receive only custodial 
care at best, and most are on a bare subsistence 
budget. The elder members of society, al- 
though they are preserved, are neglected; an 
increasing number of unhappy, inadequate citi- 
zens. To waste such human resources while 
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we compete with other societies which are stress- 
ing productivity and the common good, he said, 
is a dangerous extravagance. 

Other factors in the failure to develop sur- 
vival values, he observed, are the lack of emo- 
tional care for children of middle-class urban 
parents, largely distracted by the pressures of 
meeting occupational obligations or the physi- 
cal demands of an overwhelming technology. 
Lacking a stable value system in the home, 
school, or church, he said, young people feel life 
is meaningless and that the world has no place 
for them. In his opinion, urbanization in itself 
deprives society of the social controls and sup- 
port which individuals find in the rural setting, 
where the individual is relatively prominent 
and well-identified. To offset these pathologi- 
cal developments, Gould concluded, public 
health agencies have a major responsibility, 
since anticipatory action is the price of 
survival. 


Applied Knowledge 


Sternfeld cautioned the attentive audience 
against a glib approach to social issues. Win- 
slow’s definition of public health as social well- 
being, he said, is an objective, rather than a 
condition ; but it is also more than a pious hope. 
It has the wisdom of seeing that low rates of 
morbidity and mortality will not by themselves 
achieve this objective. “Your agency will fail 
if it seeks to reform the world,” he said, “but 
neither can you say that social pathology is no 
concern of ours.” As he was about to name 
specific points of attack, he remarked, “I can 
hear the public health nurse saying, ‘What! 
Something else added to the caseload!’” But 
he proceeded to suggest that nurses and sani- 
tarians are in a strategic position to share in- 
formation on housing and family conditions 
which breed social pathology. “Liquidation of 
the physical slum is futile,” he said, “if the re- 
located family is certain to create a new one.” 

Equally futile, he added, is transfer of a 
family from a condemned house to a worse one. 
The correction of housing defects at a cost re- 
flected in rent increases, which simply drives 
out the present occupants, may be self-defeat- 
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ing, he explained. Such conditions, he said, 
demand concerted action by all agencies 
concerned, 

He mentioned venereal disease as another fa- 
miliar public health responsibility associated 
with social pathology, differing from other in- 
fections in its profound social and psychological 
implications. (This specific topic was dis- 
cussed at another session by Dr. Nicholas 
Fiumara, director of venereal disease control, 
Massachusetts Department of Public Health.) 

With respect to a third conventional field 
of public health work, tuberculosis, Sternfeld 
emphasized the social needs of patients in cus- 
tody, and their management and reception in 
the community after discharge. The frequency 
of alcoholics in the tuberculosis wards also calls 
for an attack on social causes, he added. 

As to maternal and child care, he proposed 
a concentration of efforts upon the most suscep- 
tible elements of the population, asserting that 
the differential rates of maternal mortality by 
neighborhood in many cities is not ordinarily 
known, and that the frequency of stillbirths, 
premature births, and infant deaths is certainly 
higher in handicapped families; the socially, 
economically, and emotionally handicapped. 

Such handicapped families, he said, tend to 
be regarded as social lepers, as once were pa- 
tients suffering from tuberculosis or cancer, and 
as are mental patients or patients with venereal 
infections, to some degree, today. On the 
principle that a multiplicity of needs warrants 
a multiplicity of services, he proposed that 
health agencies and others concerned focus upon 
such special risk groups. Sternfeld predicted 
that the results would be commensurate with 
the effort. And he expressed confidence that the 
effort could overcome the stubborn barriers of 
ignorance, cultural prejudices, and the current 
deficiency of facilities and services. Offering 
no magic recipes for the attack on social path- 
ology, he said that available knowledge can 
provide useful recommendations. 


Dependency 

Recommendations for action on dependency 
were expressed by Morris, after a backward look 
at the evolution of maternal and child care. 
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With due regard for the importance of physical 
or emotional dependency, or the general interde- 
pendence of human society, he confined the bulk 
of his remarks to economic needs. 

A typical economically dependent person at 
the end of the 19th century, he said, was the 
orphan, served by orphanages and charitable 
funds set up to provide aid for mothers. The 
needs of orphans helped to inspire milk stations 
and other preventive health services which pre- 
ceded many modern programs and played a 
great part in reducing orphancy. 

Full orphans have almost disappeared, mak- 
ing up less than 0.1 percent of the child popu- 
lation. The number of children bereft of one 
parent has been reduced by between one-sixth 
and one-third in the past 25 years alone. Their 
needs are met mainly by the Social Security 
Administration program of aid to dependent 
children. 

Chronic illness and aging today produce de- 
pendency at the other end of the life cycle, he 
added. Parents do not die young and leave 
dependent children, but survive to become de- 
pendent in their later years. Of 500,000 families 
on public assistance in New York State in 1958, 
he said, only 10 percent were able to work. Most 
are chronically ill and often they are bedridden, 
he said, for lack of adequate rehabilitation serv- 
ices. In many government hospitals, he stated, 
one bed in five is occupied by a long-term pa- 
tient for social, not medical reasons. And this 
improper use of hospital beds he laid to inade- 
quate use of social resources—nursing homes, 
home care programs, boarding homes, and other 
social services. 

He recommended increasing services to the 
homes of the dependents, with emphasis on 
rehabilitation. Specifically, he cited the ex- 
ample in Chicago of collaboration by public 
health officials, public welfare services, and gen- 
eral hospitals, concentrating on nursing home 
patients receiving old age assistance. In one 
situation he described, three-fourths of the in- 
activated patients were able after 1 year to take 
care of their own physical needs, thanks to 
combined medical and social services. 

The success of such a program for aged de- 
pendents, he said, rests on confidence in its 
success, a comprehensive provision of health, 
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rehabilitation, and social services; continuity of 
care; and coordination among agencies in a 
community organized so as to mobilize its so- 
cial resources. 


Addiction 


The social pathology of addiction to drugs 
and alcohol, Chapman observed, characteris- 
tically but not invariably is associated with a 
hostile environment, dependency, poverty, an 
unstable or broken home, crowding, and racial 
handicaps. But while about half of the alco- 
holic addicts may perform productive work, 
he said, drug addicts are much less useful. 
Drug addiction also is less tolerated in this 
country, he added, than alcoholism. Social 
attitudes, therefore, have tended to encourage 
segregation or incarceration of drug addicts. 
The laws on addiction generally are at least 
as punitive as therapeutic. The forces behind 
addiction are seldom understood by families or 
associates of the victims, and still less do un- 
trained persons understand how to manage 
addicts, he said. On the contrary, the attitudes 
of family members may constitute a specific 
force behind the impulse to take drugs or 
alcohol. 

In the management of addiction, he said, so- 
cial attitudes are of key importance, All hands 
are needed to help in rehabilitation of addicts 
if rehabilitation is to succeed. And _ that 
achievement, he said, implies much more edu- 
cation of the public and far better scientific 
knowledge of the nature of addiction. 

Referring to an effort by the Public Health 
Service to evaluate its work at the Lexington 
hospital for narcotic addicts, he reported that 
investigators followed up more than 1,800 pa- 
tients discharged to the New York City area 
between July 1952 and the end of 1956. In the 
course of the effort to learn the fate of these 
former patients, it appeared that many needed 
continuing support. On their own initiative, 
the investigators undertook a long-term reha- 
bilitation program for a few. Without such 
continuing support for the social and emotional 
needs of the narcotic addict, Chapman said, the 
chances are slim that the task of rehabilitation 
so well begun in the hospital will carry 
through for long. 
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Greek Chorus to the number of people in this country who are 
more than 65 years old. 

Old-Age and Survivors Insurance today is 
paying benefits to more than 10,000 persons 
who are more than 100 years old. 


In the role of a Greek chorus, the chairman 
and others provided several supplementary 
items at intervals for consideration by the 


audience. One marriage in four ends in divorce. 
There are now approximately as many beds The number of alcoholics in this country is 

in nursing homes as in general hospitals. estimated at 5 million; mental patients, 15 
About 1,000 new persons are added each day million. 


Nursing Traineeship Program Extended 


Expanded opportunities to increase skills in management of nurs- 
ing services are available to nursing supervisors, administrators, and 
teachers. Federal funds have been set aside to enable key personnel 
in the nursing profession to attend short-term intensive training 
courses. The Division of Nursing Resources, Public Health Service, 
will award grants to the institutions or agencies giving the training 
courses. 

The program is an extension of the professional nurse traineeship 
program which for the past 3 years has supported traineeships for 
nurses preparing for supervisory, administrative, and teaching posi- 
tions in colleges and universities. Legislation continuing the pro- 
gram for 5 years has been passed by the Congress. 

Short-term traineeships will be limited to graduate professional 
nurses now employed as administrators, supervisors, or teachers, for 
whom advanced full-time study is not now possible. The grants will 
cover tuition and fees for the course plus a stipend when necessary. 

The Public Health Service must approve plans for any institution 
or agency to supply the new training courses. Criteria for participa- 
tion are available from the Division of Nursing Resources. 

Traineeships for nurses enrolled in full-time academic programs 
will continue to be available. 
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The Importance of Vital Records 
in Today’s Society 


HAZEL V. AUNE 


RECENT issue of a popular national mag- 

azine (1) described what is to date prob- 
ably one of the most dramatic uses of marriage 
and death records. Entitled “A Most Valuable 
Accident,” it is the story of the people who 
swallowed varying amounts of radium during 
World War I and on into the thirties. 
Most of them were the girls who painted the 
radium figures on watch dials. They found 
that their work went faster and more accurately 
if they licked their paint brushes to a point. A 
number of them died in the early nineteen twen- 
ties. Others have died since, but many are still 
alive. 

The Atomic Energy Commission, as a part of 
its program of collecting all available informa- 
tion about the effect of radioactivity on human 
beings, is searching systematically for the sur- 
vivors. The research team provided by the 
New Jersey State Department of Health, to- 
gether with a detective from the State police 
are, in essence, conducting a “missing persons” 
search to track down and study the dial paint- 
ers. To trace them, all available records are 
used. Marriage records are reviewed by the 
clerks of the vital statistics office in an effort to 
learn the present names of some of the girls. 
Death certificates are checked, not only to pre- 
clude vain hunts but also to learn presumed 
causes of death. This is a logical and prac- 
tical use of vital records. 

Most people take vital records for granted; 
assume we have always had them and, without 
much effort, will continue to have them avail- 
able when we need them. The real story is 
quite different. It has taken more than 300 
years to build our registration system. Even 
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today some vital events escape the registration 
network. For example, 11 areas have no cen- 
trally filed marriage records and 16 areas, no 
divorce records. 

Looking backward, perhaps it is fortunate 
that our early settlers, predominantly English, 
were accustomed to the registration of christen- 
ings, marriages, and burials. This custom, no 
doubt, had its part in influencing the Grand 
Assembly of Virginia in 1632 to require min- 
isters or wardens from every parish to provide 
at court on June 1 each year a register of 
christenings, marriages, and burials (2). 
These were the traditional events conducted by 
the church, but, in effect, they provided an 
account of births, marriages, and deaths. 

In the beginning, the records were primarily 
for the protection of individual rights, espe- 
cially those rights relating to the distribution 
of property. The emphasis on vital records as 
legal documents to protect both the individual 
and the community was first reflected in the 
1639 law of the Massachusetts Bay Colony. 
The law departed from past practice by re- 
quiring government officers rather than the 
clergy to record births, deaths, and marriages 
(3), and formed the pattern for the laws 
adopted by Connecticut and New Plymouth, 
and, eventually, other colonies. 

None of the early laws was particularly effec- 





Mrs. Aune is chief of the National Consulting Serv- 
ice, National Office of Vital Statistics, Public Health 
Service. The article is based on a paper she gave 
at the 27th annual meeting of the Southern Branch, 
American Public Health Association, at Miami, Fla., 
on May 27, 1959. 
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tive in promoting registration, probably be- 
cause practically the entire justification for 
maintaining a registration system was the legal 
and historical use that could be made of the 
records. 

For the next 200 years, nothing of signifi- 
cance was done to make registration more effec- 
tive. During this time death lists and burial 
returns were occasionally used as a means of 
recognizing and fighting epidemics, or for re- 
porting on health conditions in a_ given 
community. 

Early in the 19th century, a few statisticians 
and medical men began to realize that records 
of births and deaths, particularly records of 
deaths by cause, were needed for the control] of 
epidemics and the conservation of human life. 
In 1842 Massachusetts passed the first “modern” 
registration law (4). As revised in 1844, the 
law provided for uniform certificates to be used 
throughout the State and for the establishment 
of a statewide file of copies of the records. 

At about this time national organizations 
first took a direct interest in registration. 
Among them was the American Medical Asso- 
ciation, which in 1847, the initial year of its 
organization, appointed a committee to study 
ways and means of improving the registration 
of births, deaths, and marriages (5). Several 
years later, the association formally urged 
physicians throughout the country to request 
their States to establish offices for the collection 
of vital statistics. 

How were statistics compiled at that time? 
The first effort to collect national birth and 
death statistics occurred in 1850. One hundred 
years ago, in 1860, when the Nation’s popula- 
tion was nearly 31.5 million, the marshals of 
the U.S. Census Office enumerated less than 1 
million infants under 1 year of age and less 
than half a million deaths (6). Now, a cen- 
tury later, our population is almost six times 
greater; more than 4 million births and over 
1.5 million deaths are recorded annually. Mar- 
riages and divorces, combined, account for 
nearly 2 million more vital events (7). 

Admittedly, in 1860, the marshals knew that 
more babies were being born and many more 
people were dying, but had to rely on the mem- 
ories of their informants. There is abundant 
evidence that vital events were recalled and re- 


1030 


ported in proportion to the recentness of occur- 
rence. Furthermore, no record was made and 
no account taken of those who died in taverns, 
boarding houses, on shipboard, in boats on riv- 
ers, and so on. With such reporting deficien- 
cies, it is not surprising that the apparent death 
rate varied from approximately 5 per 1,000 in 
Washington Territory, to 21 per 1,000 in 
Arkansas. Enumeration totals were actually 
compared with the death record totals in the 
seven States which required birth and death 
registration in 1860. In three States the mar- 
shals discovered a smaller number of deaths 
than were reported by the State authorities, 
and, in the other four, they discovered and 
reported more (8). 

Despite the inadequacies, birth and death fig- 
ures for the entire country were compiled 
largely from the reports of the census enumer- 
ators through the 1900 census because the only 
alternative was no national statistics at all. 
Meanwhile, however, aware that vital data 
could be satisfactorily collected only by the reg- 
istration method, the Census Office established 
the “registration area for deaths” in 1880 (9). 
As a matter of fact, in certain large cities where 
a complete death registration system based on 
burial permits was in operation, no data on 
deaths were collected by the enumerators in 
1880, 1890, and 1900. The records from the 
central registration offices of these cities were 
used instead (70). 

In 1902, the Bureau of the Census was made 
a permanent agency by an act of Congress. 
The act authorized the director of the Bureau 
to obtain copies of records filed in vital statis- 
tics offices of such States and cities as, in his 
discretion, could provide satisfactory data. To 
develop a collection system capable of pro- 
ducing comparable statistics on a national basis 
required uniformity with respect to such mat- 
ters as laws, forms, and procedures. Numerous 
organizations cooperated with the Bureau in 
tackling and accomplishing this task. 

The American Public Health Association had 
been actively promoting uniform State registra- 
tion and model laws for many years. In fact, 
in 1895 members of the association had _ pro- 
posed that it either draft a model law or set 
forth principles. No two States and few cities 
were using precisely the same forms of birth 
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and death certificates when in 1900 the APHA 
committee on demography was preparing a set 
of basic principles to guide States in preparing 
laws for the registration of deaths and the col- 
lection of mortality statistics. These princi- 
ples, together with the first standard certificate 
of death, were adopted by the Bureau of Census 
in 1902, and were published in a circular (7/7) 
which was sent to the governor of each State, 
medical societies, journals, and others interested 
in registration. This document was extended 
in 1903 to cover the registration of births and 
included the first standard certificate of 
birth (72). 

The broad registration principles were pre- 
scribed in the first model law of 1907. The 
model law gave the State boards of health cen- 
tral authority over registration matters, listed 
the items for inclusion on State certificates, spe- 
cified responsibility for registering births and 
deaths, provided for the establishment of local 
officials and for the issuance of burial permits, 
and called for enforcement of the law. The 
major new items introduced in subsequent revi- 
sions of the law include marnage and divorce 
registration, a standard certificate of fetal 
death, provisions for delayed registration and 
alteration and amendment of vital records. 

Although every State had passed registration 
laws (73) of a sort by 1911, the Bureau of the 
Census did not create the national birth regis- 
tration area (74) until 1915. By then, the 
death registration program was established on 
a firm basis. In 1933, for the first time, both 
the birth and death registration areas included 
all States. Only since that year have the an- 
nual vital statistics publications been based 
upon data from the entire United States. 

This does not mean there were no vital statis- 
tics published from 1900 to 1933. The annual 
collection of mortality statistics began in 1900. 
The first published report combined in one vol- 
ume the statistics for the 5-year period 1900- 
04 for the States and cities in the death regis- 
tration area. However, no birth statistics were 
published by the Bureau from 1900 until 1915. 
The earliest statistics on marriages and divorces 
for the 20-year period 1887-1906 were obtained 
from a survey by the Census Bureau; in addi- 
tion, some 1867-86 data were summarized from 
an earlier survey by the Commissioner of 
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Labor (15). Similar surveys and, on occasion, 
more systematic collections provided intermit- 
tent publication of limited marriage and divorce 
statistical data until 1949, when the National 
Office of Vital Statistics began a program of 
detailed statistics based on State tabulations. 
The registration area for marriage was estab- 
lished on January 1, 1957, and, for divorce, on 
January 1, 1958. Just when all States will be 
included in these areas is the major question of 
the registration system today. 

Lest I may have given the impression that 
registration of vital events, and more partic- 
ularly of births, was motivated primarily by 
officials interested in their use for statistics, note 
S. N. D. North’s quotation (72) of Dr. John S. 
Fulton on the direct interest of the individual 
citizen in 1903: 

“<The private interest of the citizen in reg- 
istration of births is indeed superior to his in- 
terest in registration of deaths, for a greater 
proportion of his privileges and immunities, 
rights and duties, turning upon the question of 
his age and his parentage, are definitely con- 
served by the registration of his birth.’ Some 
idea of the frequency with which questions arise 
requiring reference to the records of births may 
be gained from the fact that the calls for copies 
of records or for information contained in them 
in New York City during the year 1902 ex- 
ceeded 3,000.” 

Of course, this is only a tiny fraction com- 
pared with the hundreds of thousands of copies 
of birth, death, marriage, and divorce records 
issued and used for various purposes today. 
But the use of vital records even in 1902 dem- 
onstrates that our registration and _ statistics 
system came about not by mere chance but in 
response to demands for records as well as sta- 
tistics. The need for legal documents with evi- 
dentiary value increased greatly as_ society 
became more complex and man began to be re- 
quired to prove his right to his name, his citi- 
zenship, and his place in society. 

Each day society is creating new and in- 
creasing demands on the vital records system. 
As medical advances are made, for example, 
vital records grow in importance and more and 
more data are sought through the records. 

Sirken and Dunn (76) have discussed the de- 
velopment of sampling survey methods and 
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conduct of studies to collect supplementary sta- 
tistical data “anchored to vital records.” Their 
paper described the Pennsylvania mortality 
study, the methodological study undertaken 
primarily to develop procedures of collecting 
information to supplement data contained in 
death certificates. The study also served as a 
pilot test for an epidemiological lung cancer 
study. 

A paper on residence history of deceased per- 
sons was presented at the recent Population As- 
sociation meeting at Providence, R.I. And a 
survey has been conducted to determine the ex- 
tent to which deceased persons recently received 
care from hospitals, nursing homes, and sana- 
toriums during a 1-year period prior to death. 

Another survey, the national lung cancer 
study, using the methodology of the Pennsyl- 
vania mortality study, has been extended for a 
year for cancer deaths in females, but the bulk 
of information has been collected on smoking 
habits and residence history. Coding, punch- 
ing, and tabulating operations are well under- 
way. In the interim one statewide pilot study 
is In progress to establish the quality of diag- 
nostic information on death certificates for 
which the coded underlying cause is either 
malignant neoplasm of the bone or buccal 
cavity. 

Another illustration of society’s growing de- 
mands on vital records is the task of providing 
vital records for Americans abroad. This past 
year, more than 800,000 of our citizens traveled 
abroad. Each traveler had to prove his birth 
facts to obtain a passport. These travelers, to- 
gether with our military personnel stationed in 
foreign countries, reported nearly 50,000 births 
to U.S. consular officers throughout the world. 
Providing satisfactory birth record service for 
children born abroad who are U.S. citizens is a 
problem second only to that of obtaining birth 
certificates for the increasing number of alien 
children being adopted in the United States. 
The interagency committee, formed at the re- 
quest of the Association of State and Terri- 
torial Health Officers and the American Asso- 
ciation for Vital Records and Public Health 
Statistics, is making progress toward solution 
of these problems. At the committee’s next 
meeting, specific concrete recommendations for 
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new and improved record services for these 
events should emerge. 

These are only a few of the many ways in 
which the use of vital records can affect man 
and society. There are many more, from plan- 
ning for school facilities 5 years hence, when 
the birth records show there will be a tremen- 
dous increase of 6-year-olds in the population, 
to demands, yet unknown, for planning in the 
atomic space ages. 
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PUBLICATION AND FILM ANNOUNCEMENTS 


Address inquiries to the publisher 
or sponsoring agency. WHO pub- 
lications may be obtained from the 
Columbia University Press, Inter- 
national Documents Service, 2960 
Broadway, New York 27, N.Y. 


When a Family Faces Cancer. Pub- 
lic Affairs Pamphlet No. 286. By 
Elizabeth Ogg. July 1959; 28 pages; 
25 cents. Public Affairs Pamphlets, 
22 East 38th Street, New York 16, 
N.Y. 

The One-Parent Family. Public 
Affairs Pamphlet No. 287. By Anna 
W. M. Wolf and Lucille Stein. Au- 
gust 1959; 28 pages; 25 cents. Pub- 
lic Affairs Pamphlets, 22 East 38th 
Street, New York 16, N.Y. 

How Retarded Children Can Be 
Helped. Public Affairs Pamphlet 
No. 288. By Evelyn Hart. Sep- 
tember 1959; 28 pages; 25 cents. 
Public Affairs Pamphlets, 22 East 
38th Street, New York 16, N.Y. 
Added Years. Monthly newsletter 
of the New Jersey State Division 
of Aging. September 1959 (first 
issue); 4 pages. State of New 
Jersey, Division of Aging, Trenton 
25, Nid. 

Cancer in California. Prepared by 
California Tumor Registry, Bureau 
of Chronic Diseases, California De- 
partment of Public Health. 1959; 47 
pages. State Department of Public 
Health, Berkeley 4, Calif. 


Dental Public Health in New York 
State. A review on the occasion of 
the American Dental Association 
Centennial, 1859-1959. 1959; 41 
pages. New York State Depart- 
ment of Health, Albany, N.Y. 
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The Status of World Health, in 
Outline Text and Chart. Prepared 
for the Committee on Government 
Operations, United States Senate, 
and its Subcommittee on Reorgani- 
zation and International Organ- 
izations. 1959; 81 pages; $1.25. 
Superintendent of Documents, U.S. 
Government Printing Office, Wash- 
ington 25, D.C. 


The Air Pollution Bibliography. 
Volume II. Compiled by the Bibli- 
ography Section, Science and Tech- 
nology Division, Library of Congress 
for the Public Health Service. 
1959; 176 pages. Single copies avail- 
able without charge from Public 
Inquiries Branch, Office of In- 
formation, Public Health Service, 
Washington 25, D.C. 


The Cost of Medical Care. Studies 
and Reports, New Series No. 51. 
1959; 216 pages; $1.50. Interna- 
tional Labour Office, Washington 
Branch, 917 15th Street NW., Wash- 
ington 5, D.C. 


Manual of Industrial Radiation Pro- 
tection. Part II. Model Code of 
Safety Regulations (Ionising Radi- 
ations). 1959; 54 pages; 75 cents. 
International Labour Office, Wash- 
ington Branch, 917 15th Street, NW., 
Washington 5, D.C. 


Film 


Back on the Job. Film showing how 
heart attack victim is returned to 
employment, produced for the Amer- 
ican Heart Association. Written and 
directed by George C. Stoney, as- 
sisted by Katherine Stoney, Potomac 
Films. 16 mm., black and white, 
sound, 141%, minutes. Distributed 


nationally for showing to lay and 
professional audiences by the Asso- 
ciation’s affiliates and chapters. 


World Health Organization 


Resolutions and Decisions of the 
Twelfth World Health Assembly, 
Geneva, May 12-29, 1959.  (Off- 
print from Official Records of the 
World Health Organization No. 95.) 
August 1959; 52 pages; 70 cents. 


Iron Deficiency Anaemia. Report of 
a Study Group on Iron Deficiency 
Anaemia. WHO Technical Report 
Series No. 182. 1959; 30 cents. 


Social Psychiatry and Community 
Attitudes. Seventh Report of the 
Expert Committee on Mental Health, 
Social Psychiatry and Community 
Attitudes. WHO Technical Report 
Series No. 177. 1959; 30 cents. 


Role of Hospitals in Ambulatory ana 
Domiciliary Medical Care. Second 
Report of the Expert Committee on 
Organization of Medical Care, Role 
of Hospitals in Ambulatory and 
Domiciliary Medical Care. WHO 
Technical Report Series No. 176. 
1959; 30 cents. 


Preventive Aspects in the Teaching 
of Pathology. Seventh Report of the 
Expert Committee on Professional 
and Technical Education of Medical 
and Auxiliary Personnel, Preventive 
Aspects in the Teaching of Pathol- 
ogy. WHO Technical Report Series 
No. 175. 1959; 30 cents. 


Hygiene and Sanitation in Aviation. 
First Report of the Expert Com- 
mittee on Hygiene and Sanitation in 
Aviation. WHO Technical Series 
No. 174. 1959; 60 cents. 
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of trends 


A set of suggested guides for medi- 
cal care in nursing homes and re- 
lated facilities has been developed 
and approved jointly by the Amer- 
ican Nursing Home Association and 
the Council on Medical Service of 
the American Medical Association. 
The guides appear in the August 
1959 issue of Chronic Illness. 


« » 


Jurisdiction over nursing homes 
was assigned by the Legislature of 
Ohio to the State department of 
health, beginning September 7, 1959. 


« » 


Fluoride added to water does not 
increase corrosion of common house- 
hold metals, Sanitarian Joseph A. 
McCarthy reports in Sanitalks, 
quarterly publication of the division 
of sanitary engineering, Massachu- 
setts Department of Public Health. 

In the same issue, preplanning for 
water supply emergencies is urged 
by Ralph M. Soule, sanitary engi- 
neer. Advance actions suggested by 
Soule on the basis of Massachusetts 
experience include having emergency 
chlorinating equipment and a supply 
of chlorine compounds on hand, pro- 
vision for an auxiliary gasoline or 
diesel engine to drive electrically 
operated pumping equipment, pro- 
tection of pumping stations from 
flooding with polluted waters, and 
organization and training of auxil- 
iary personnel, 

« » 


A 5-day smog brought death to at 
least 800 residents of London last De- 
cember, reported Dr. John Scott, 
medical officer, County of London. 
Most died from respiratory disease, 
including bronchitis. 
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The new dental clinic of the Phil- 
adelphia General Hospital was dedi- 
rated on October 14, 1959, equipped 
with 21 dental chairs, 10 dental 
units, a dental research laboratory, 
closed-circuit television, and an in- 
tercommunication system. The 
clinic is completely air conditioned. 

Dr. Robert H. Ivy, who in 1901 
served at the hospital as the first 
dental intern in America, was pre- 
sented with a plaque at the dedica- 
tion ceremonies. 

« » 

Researchers engaged in the study 
of cybernetics applied to medicine 
and biology may now join the re- 
cently founded International Society 
of Cybernetic Medicine, which has 
offices at 348 Via Roma, Naples, 
Italy. Physicians, biologists, engi- 
neers, physicists, and mathemati- 
cians are eligible. 

« » 

Observing that a number of col- 
lege students, lined up for immuni- 
zation shots, fainted under the 
needle, Dr. Joseph Smith, health of- 
ficer in Providence, R.I., relates that 
he once marked a circle on the floor 
and painted instructions in large 
letters, FAINT HERE. After that, 
no more students fainted. 

« » 

Forty-nine medical and nursing 
officers and other specialists are on 
assignment from the Public Health 
Service heart disease control pro- 
gram to 27 State and local health 
departments to help extend and stim- 
ulate work in cardiovascular disease 


control throughout the United 
States. The total number of these 


assignments is expected to increase 
appreciably in 1960. 


More men, women, and children 
are killed by reckless walking than 
by reckless driving in the District 
of Columbia, according to a 10-year 
survey by the American Automobile 
Association, which established that 
two-thirds of all deaths from traffic 
on D.C. streets were pedestrians. 


« » 


Farm labor camp operators in 
New York State must meet stricter 
requirements in order to obtain 
operating permits this year. New 
provisions added to the State sani- 
tary code have strengthened specific 
requirements in regard to space, fire 
hazards, bathing facilities, heating 
facilities, screening, and mainte- 
nance of buildings and grounds. 
Approximately 40,000 migrants work 
in the State’s 1,160 farm labor camps 
each year. 

« » 

The first recognized case in Brook- 
lyn of rabies in a bat has been re- 
ported by Dr. Morris Greenberg, 
director of the New York City health 
department’s bureau of preventable 
Since 1953 the Public 
Health Service has received reports 
of 75 persons bitten by rabid bats; 
all but three bites occurred when a 
bat was picked up. 


diseases. 


« » 


Radiation is the most important 
newly emerging public health factor 
in the United States today, a na- 
tionwide panel of Federal, State, and 
local public health directors told the 
American Public Health Association. 

Air pollution, aging, chronic dis- 
ease, mental health, safety, urban 
and suburban expansion, financial 
management, staphylococcal infec- 
tions, and medical and surgical care 
of the indigent, followed radiation 
closely in the panel’s listing. 

A series of surveys is planned by 
APHA to identify changing trends as 
a basis for improved planning in pub- 
lic health. A panel of 80 has been 
established for the survey series 
which includes 52 State and Territo- 
rial health commissioners, 20 direc- 
tors of city or county health depart- 
ments, and 8 regional directors of the 
Public Health Service. Each will be 
queried periodically on trends in his 
own jurisdiction. 
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Federal Publications 


Algae in Water Supplies. PHS 
Publication No. 657; 1959; by C. 
Mervin Palmer; 88 pages; $1. 


This illustrated manual on the 
identification, significance, and con- 
trol of algae has been prepared for 
technicians in water treatment 
plants and others who deal with 
algae in water supplies. 

Algae are described and shown in 
color according to their occurrence 
with taste and odor, filter clogging, 
pollution, and clean water. Con- 
sidered separately according to hab- 
itat are algae growing on reservoir 
walls and plankton and other surface 
water algae. Special attention is 
given to the beneficial part algae 
play in sewage treatment as well as 
the problems they cause. Proce- 
dures for enumerating algae are 
also discussed. 

References to related literature 
are’ listed at the end of each chap- 
ter. The appendix includes a key 
to algae of importance in water sup- 
plies, glossary, bibliography, and 
genus and species index. 


Professional Nurse Traineeship Pro- 
gram. 

Part I. A report of the national con- 
ference to evaluate two years of 
training grants for professional 
nurses. PHS Publication No. 675; 
1959 ; 62 pages; 30 cents. 

Part II. Facts about the nurse sup- 
ply and educational needs of nurses 
based on data compiled for the na- 
tional conference to evaluate two 
years of training grants for profes- 
sional nurses. PHS Publication No. 
676; 1959; 47 pages; 25 cents. 

Part I is the report to the Surgeon 
General, Public Health Service, by 
an evaluation conference which met 
in Washington in August 1958. It 
presents views and recommendations 
of nursing, health, and education 
leaders on how to fulfill the demand 
for leaders in nursing and an analy- 
sis of the Federal Government’s first 
grant program to help professional 
nurses obtain advanced education in 
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teaching, administration, and super- 
vision. The appendix includes data 
on nursing needs as they relate to 
the program and describes the con- 
ference meetings. 

Part II is a revision of a source 
book prepared for orientation and 
guidance of the conferees. It con- 
tains data on nurses who received 
funds through the program, needs 
for nurses in top leadership positions, 
schools where nurses may receive 
advanced training, and public health 
agencies, nursing homes, and indus- 
tries which employ these nurses. 


Highlights of Progress in Research 
on Cancer, 1958. PHS Publication 
No. 671; 1959; 46 pages; 25 cents. 


Summaries of selected research 
findings in virology, pharmacology, 
epidemiology, and other scientific 
disciplines reflect significant accom- 
plishments in clinical and laboratory 
investigation by staff scientists and 
grantees of the National Cancer In- 
stitute, Public Health Service. The 
items are organized under four 
broad headings: causation, charac- 
teristics, diagnosis, and treatment 
of cancer. 


Fertility Studies Based on Data for 
the 1960 Census Period. Vital Sta- 
tistics—Special Reports; Selected 
Studies; vol. 47, No. 5; June 8, 1959; 
pages 145-157. 

Calling for the widest possible par- 
ticipation in and support for studies 
of fertility, this report considers the 
kind of fertility studies that might 
be made from vital and population 
statistics for 1960 and indicates the 
ways in which the data should be 
tabulated in order to make such 
studies possible. It was prepared 
by the Subcommittee on Fertility and 
Population Statistics of the National 
Committee on Vital and Health Sta- 
tistics. 

Topics suggested for study include 
concepts of family size; effect on 
fertility of the dissolution of mar- 
riages by divorce or death, and of 


remarriage; interrelationships be- 
tween changes in economic conditions 
and fertility ; birth spacing; and the 
evaluation of data collected by the 
National Office of Vital Statistics and 
the Bureau of the Census. 


Interviewing Guides for Specific 
Disabilities. Pulmonary _ tubercu- 
losis. U.S. Department of Labor 
Publication (unnumbered) ; revised 
1959; 10 pages; 5 cents, $3.75 per 
100. 

Directed to industrial physicians, 
placement and rehabilitation work- 
ers, and employment service staff, 
this folder outlines the latest infor- 
mation on the treatment, rehabilita- 
tion, and employment of tuberculosis 
patients. It was prepared with the 
assistance of the National Tubercu- 
losis Association. 

The new guide, retaining the es- 
tablished format of the series, is di- 
vided into four sections: description 
of the disability, evaluation of work 
capacity, definitions, and cooperat- 
ing agencies. 


Sewage and Water Works Construce- 
tion, 1958. PHS Publication No. 
673; 1959; by William H. Abbott 
and Elsie M. Gibson; 14 pages; 29 
cents. 

Contracts awarded during calen- 
dar year 1958 for constructing sew- 
age treatment plants, collecting 
sewers, and water systems are item- 
ized in this report. Tables present 
data arranged by States, population 
groups based on community size, and 
contract size groups. 





This section carries announcements of 
new publications prepared by the Pub- 
lic Health Service and of selected publica- 
tions prepared with Federal support. 

Unless otherwise indicated, publications 
for which prices are quoted are for sale 
by the Superintendent of Documents, U.S. 
Government Printing Office, Washington 
25, D.C. Orders should be accompanied 
by cash, check, or money order and should 
fully identify the publication. Public 
Health Service publications which do not 
carry price quotations, as well as single 
sample copies of those for which prices 
are shown, can be obtained without 
charge from the Public Inquiries Branch, 
Office of Information, Public Health 
Service, Washington 25, D.C. 

The Public Health Service does not sup- 
ply publications other than its own. 
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Ei cuons from Public Health Reports 


THE PATCH TEST IN CONTACT DERMATITIS ' 


By Louis Scuwartz, Medical Director, and Samuet M. Peck, Senior Surgeon (R), 
United States Public Health Service 

The patch test was devised by Jadassohn (/) almost 50 years ago for 
demonstrating the causes of contact dermatitis. In the United States 
the test was not widely used in industry, nor was its practical value 
appreciated until attention was called to the prevalence of occupa- 
tional dermatitis and the chemicals causing it, and to the value of the 
patch test in differentiating between occupational and other sources 
of contact dermatitis. 

The test was first used as a means of determining the actual causa- 
tive irritant in cases of contact dermatitis. Since dermatitis has on 
many occasions been found to be caused by irritant chemicals con- 
tained in wearing apparel and cosmetics, manufacturers have taken 
advantage of the patch test to determine the possible skin-irritating 
or sensitizing properties of new products before placing them on sale 
to the public. 

Some enthusiasts have even proposed the inclusion of the patch test 
as part of the pre-employment examination with the idea of weeding 
out those workers who might develop occupational dermatitis. The 
fallacy of this proposal lies in the fact that most workers develop 
occupational dermatitis by contact with a primary irritant or by acquir- 
ing an allergy while actually employed. Pre-employment patch testing, 
therefore, could not weed out those who would become sensitized, 

It is now universally accepted that the patch test, if properly per- 
formed and interpreted, is a valuable diagnostic procedure. Its 
value in preventing possible outbreaks of dermatitis from the use of 
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Dr. Louis Schwartz and Dr. Samuel M. Peck introduced the “prophetic” 
patch test for determining whether certain substances will produce contact 
dermatitis. The test is applicable to new chemicals used in manufacturing 
as distinct from a previous patch test which had been developed for diag- 
nosing the cause of existing dermatitis. 





